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IMPORTANT RESEARCH CONTRIBUTION 


Searle Introduces: 


A Practical New Steroid 
for Protein Anabolism 


Nilevar* 2a 


(BRAND OF NORETHANDROLONE) 





ror comanneener omar eign: 


PROTEOGENIC EFFECTIVENESS + The newest Searle Research 
development, Nilevar, exerts a potent force in protein anabo- 
lism. Yet it is without appreciable androgenic effect (approxi- 





mately one-sixteenth of that exerted by the androgens). 
Investigations with Nilevar show that nitrogen, potassium 
and phosphorus are retained in ratios indicating protein anab- 
olism. Nilevar is thus the first steroid which is primarily ana- 
bolic and which provides a practical means of meeting the 





numerous demands for protein synthesis. 





NILEVAR 1S ORALLY EFFECTIVE + Clinical response to Nilevar - Boks ai 

is characterized not only by protein anabolism but also by an 4. Recovery from severe _ 3 

increase in appetite and an improved sense of well-being. trauma or burns. . ‘ 

SAFETY AND PRECAUTIONS ~ Nilevar has an extremely low 5. Nutriticnal core in wasting 

toxicity. Laboratory animals fail to show toxic effects after Graaies salt aoe 
tosis and tuberculosis. 


six months of continuous administration of high dosages. 
Nilevar should not be administered to patients with prostatic 6. Domiciliary care of decubi- 
carcinoma. Nausea or edema may be encountered infrequently. 









DOSAGE + The daily aduit dose is three to five Nilevar tablets 
(30 to 50 mg.) but up to 100 mg. may be administered. For . . 
children the daily dose is 1 to 1.5 mg. per kilogram of body E 

weight. Individual dosages depend on need and response to 

therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & ‘ . 
Co., Research in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GPis published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printed): 350 East 22nd Street, Chicago 16, Illinois. + One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
IMinois. + Printed in U.S.A, by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright, 1956 by the 
American Academy of General Practice. 
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prevent or even to relieve the more serious problems. 
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Gordon McHardy, M.D. 
The incidence of amebiasis in the United States approximates 4 per cent. 
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Plimasin 


(tripelennamine hydrochloride and methy!-phenidylacetate CIBA) 





new, mild stimulant 
and antihistamine 


boost their spirits... relieve their allergic symptoms 


So often the allergic patient is 
tired, irritable, depressed—mentally 
and physically debilitated. Frequent- 
ly, antihistaminic agents themselves 
are sedative, adding to this already 
fatigued and disconsolate state. 


Plimasin, because it combines a 
proved antihistamine with a new, 
mild psychomotor stimulant, over- 
comes depression and fatigue while 
it achieves potent antiallergic ef- 
fects. Its new stimulant component 
—Ritalin—is totally different from 
amphetamine: smoother, gentler in 
action, devoid of pressor effect, 
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MEMO FROM THE PUBLISHER 


EIGHT YEARS AGO, in Cincinnati, Ohio, 2,538 physicians attended 
the Academy’s First Annual Scientific Assembly. At the recent 
Washington, D.C., Eighth Annual Scientific Assembly, physician 
registration totaled 3,506. During the same interval, fotal regis- 
tration climbed from 3,519 to 7,128. 

Although unamplified Arabic numerals tell an incomplete 
story, the eight-year-old physician attendance curve is interest- 
ing. Physician registration (the only accurate measure of pro- 
fessional interest) at the Cincinnati Assembly far exceeded the 
most optimistic estimate. Members of the staff, hoping to greet 
1,400 doctors, watched an additional 1,100 register. 

In retrospect, this is understandable. The Academy was still 
an infant organization—and a very vigorous infant. No one had 
reckoned with sheer curiosity. The following year, in St. Louis, 
registration remained almost static. 

In 1951, the Academy met in San Francisco. A week before the 
Assembly opened, the College of Medical Evangelists held a Los 
Angeles meeting. The San Francisco meeting suffered the inevi- 
table results that accompany conflict. Most physicians, unable to 
attend two meetings in a two-week period, attend only one. 
Registration suffers. Attendance at the San Francisco meeting 
dropped to 2,018. 

A year later, in Atlantic City, the weatherman refused to 
cooperate. During four days of cold, rainy weather, only 1,636 
physicians registered. 

In 1953, the Assembly returned to St. Louis. To date, St. Louis 
is the only city so honored. Physician registration jumped to a 
record-shattering 2,643. It has climbed steadily ever since: 
Cleveland, 1954—2,853; Los Angeles, 1955—3,377; and Wash- 
ington, D.C., 1956—3,506. 

In ¥957, the Academy meeting will again return to St. Louis. 
Dallas has been chosen as the 1958 site. 

Curiosity no longer accounts for physician registration 
records. Assemblies must produce. They must offer a scientific 
program that tells about new developments and progress in the 
fields of therapy and diagnosis. Thousands of questions must be 
answered by speakers and exhibitors. The doctor must feel that 
his investment in time has been a profitable one. 

Assembly scientific programs are meticulously planned by the 
Committee on Scientific Assembly. This committee has already 
scheduled speakers and subjects for the 1957 St. Louis meeting. 

At present, only eight cities have the necessary physical facili- 
ties to accommodate an Academy meeting. For example, an As- 
sembly requires a guaranteed minimum of 3,200 first-class hotel 
rooms anda lecture hall with a capacity of more than 3,000 people. 

From the staff’s viewpoint, Assemblies are a never-ending as- 
signment. Before one ends, planning starts. With each, however, 
goes a certain degree of satisfaction. —M.F.C. 
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Academy Program 
Wins Top Award 


Congress of Delegates 
Adjourns Busy Session 


FDA Commissioner 
Blasts Hoxsey Clinic 





SECRETARY'S NEWSLETTER 
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Significant Events 


> A "Silver Anvil Award," one of the highest honors in the 


field of public relations, was presented to the Academy by 
the American Public Relations Association at the APRA's an— 


nual convention, April 6, in Washington, D.C. The award 
cites the Academy's "outstanding public relations program." 
The Academy entry describes its positive program seeking 


to establish better liaison between the press and the medi- 
Cal profession. The entry will be placed in the Archives of 


Public Relations in the Library of Congress. 

Similar awards were received by executives of RCA, General 
Mills, Shell Oil, and Capital Airlines. 
> During its annual three-day Washington, D.C., meeting, the 


Academy's policy-making Congress of Delegates acted on 21 


resolutions and three proposed amendments. It simultaneous-— 
ly adopted, with some revisions, the annual reports of 17 


standing commissions and committees. For a full report on 
activities of the Congress, see page 167. 

In brief, the Congress of Delegates: 

Unanimously Saauee an emergency resolution condemning 
HR 7225, the unpopular social security amendments bill. In 
the Chairman of the Board's annual report, Malcom E. Phelps, 
currently president-elect, outlined the medical profession's 
objections to this controversial legislation. Dr. Phelps' 
statement appeared in more than 200 newspapers. .. 

Reaffirmed the importance of high vostgraduate education 
standards for continuing Academy membership. Category I and 
Category II definitions, effective last September, still - 
hold. These are reprinted on page 169. .. 

Adopted a statement of policy, known as the Code of Prac-— 
tice, to establish an equitable and mutually beneficial re- 
lationship between all units of the Academy and commercial 
organizations interested in general practice. 

Endorsed and recommended free choice of physician in in- 
dustrial injury cases. . 

Urged that the accreditation activities of the JCAH be 
limited to setting standards as they relate to tissue remov-— 
al; mortality and morbidity rates; staff meetings; attend- 
ance records, etc., and that methods of investigating 
unethical hospital practice be improved... 

Rejected three proposed amendments to the By-Laws... 

And approved plans for a State Officers Conference at 
Academy headquarters next fall. 


» Healer Harry Hoxsey, the Texas naturopath who "cures" 
cancer with red and black pills, is in trouble again. FDA 
Commissioner George P. Larrick, tired of legal shenanigans 
that date back to 1950, has decided to tell the public that 
Hoxsey's home remedy isn't worth the postage it requires. 

Two weeks ago, the FDA announced a U. S. Court of Appeals 
decision terming Hoxsey products "worthless." Almost simul- 
taneously, Federal Judge John L. Miller, acting on an FDA 
request, ordered the Portage, Pa. branch of the Dallas, 
Tex., clinic to produce, for government inspection, all 
records dealing with the institution. 


















































Practice Overhead 
Policy Available 


NBC-TV Schedules 
DeTar Interview 


Health Legislation 
Takes Back Seat 


GP Medical Editor 
On AMA Committee 











Hoxsey's Congressional champion, Senator William Langer 
(R-N.D.), has remained judiciously silent. Langer is cur- 
rently campaigning for a federal prison in Bismarck, N.D. 


> A new insurance policy, available at present only to 
Academy members, covers all office overhead costs during pe- 
riods of total disability. Premiums ranging from $72 to 
$180 a year provide up to $800 a month indemnity to cover 
such expenses as rent, electricity, heat, water, laundry, 
employees' salaries, the monthly pro rata of annual con- 
tributions, membership fees and dues, accountants' serv-— 
ices, and depreciation of equipment. 

The Internal Revenue Bureau has ruled that premiums are 
fully deductible as a business expense and that benefits 
aid will not be considered taxable income. Applications 
will be mailed next month to all Academy members. 

The plan, termed "Practice Overhead Insurance" and under— 
written by the American Casualty Company, is the first of 
its kind ever offered members of a national medical associa- 
tion. Inasmuch as Uncle Sam will pay a substantial portion 
of the premium (through tax credit), nearly every member of 
the Academy is expected to take advantage of this unique 
insurance program. 



























































> Academy President J. S. DeTar will be interviewed June 11 
on the 104—outlet NBC-—TV "Home" show. The interview, which 


coincides with the opening of the AMA meeting in Chicago, 
will be conducted by Howard Whitman. Whitman's progran, 
"News of Medicine and Health," is a regular feature of the 
popular NBC television program. 


> A tense Israeli—-Egyptian situation, conflicting farm sub- 
sidy program, segregation issues, and the onrushing 1956 
elections have prompted the apathetic pigeonholing of many 
items on the health legislation agenda. The President's 
purportedly nonpartisan program must now wait for party- 
line and bipartisan verdicts. 

HR 7225, the House—passed Democratic social security bill 
that set off a barrage similar to the 1947 attack on na— 
tional compulsory health insurance, still sits in the Senate 
Finance Committee. Hearings, now in session, were postponed 
following Committee Chairman Harry F. Byrd's (D-Va.) hernia 
operation. 

Reports indicate that several members of the committee, 
once in favor of the bill, have now decided to vote against 
it. Chief reason: HEW Secretary Folsom's March 22 blast. 
Folsom, speaking for the Administration, flatly opposed 
lowering the disability-payment age. He added that he had 
"grave uncertainties" concerning costs and the potential tax 
load. 

Even if defeated in the Senate Finance Committee, organ- 
ized medicine's battle won't be won. A Senate floor vote, 
in an election year, might carry. 



















































































> Hugh H. Hussey, GP's medical editor and professor of pre- 
ventive medicine at Georgetown University School of Medi- 
cine, was recently named a member of the AMA's new eight—man 
Salk vaccine committee. AMA Secretary-—General Manager 
George F. Lull says the committee "will gather facts rela- 
tive to the Salk vaccine and its utilization in the preven- 
tion of paralytic poliomyelitis." Members of the committee 
hope to publish an early report in the AMA Journal. Academy 
President-elect Malcom Phelps is a member of the Govern— 
ment—appointed National Advisory Committee on Poliomyelitis 
Vaccine. 
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Multiple Compressed Tablets of ‘Co-DELTRA’ 
and ‘Co-HyDELTrRa’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
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30 tablets. 
Philadelphia 1, Pa. *Co-Detra’ and ‘Co-HypetTrRA’ 
DivisiON OF Merck & Co., INc. are the trademarks of Merck & Co., INC. 
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Lovisiana. President: Vincent P. BLANDiNO, M.D., 218 North 
Carrolton Avenue, New Orleans; Secretary: Raraet C. San- 
CHEZ, M.D., 3330 Canal Street, New Orleans; Treasurer: 
Vincent J. SAMPOGNARO, M.D., 321 Wood Street, Monroe; 
Executive Secretary: Miss Heten Minter, 3420 Canal Street, 
New Orleans 

Maine. President: CHartes R. Geer, M.D., 690 Congress Street, 
Portland; Executive Secretary-Treasurer: W. H. Boynton, 
M.D., Paradise Road, Bethel 

Maryland. President: NatHan E. Nerepie, M.D., 4215 Park 
Heights Avenue, Baltimore: Secretary-Treasurer: WiLLARD S. 
Parson, M.D., 1711 Selma Avenue, Baltimore 27; Executive 
Secretary: Mr. Wuuam J. Wiscotr, 3722 Greenmount 
Avenue, Baltimore 18 

Massachusetts. President: Wi1aM H. Cuasen, M.D., 147 Samo- 
set, Quincy; Corresponding Secretary: James Harrison, 
M.D., 69 Bridge Street, Dedham; Treasurer: Danie, M. 
Rocers, M.D., 2 Cherry Street, Wenham 

Michigan. President: Russet: F. Fenton, M.D., 15125 Grand 
River, Detroit 27; Secretary-Treasurer: E. CLarkson Lone, 
M.D., 2626 Rochester Avenue, Detroit 6; Executive Secretary : 
Mrs. Mary Hatsteap, 15125 Grand River, Detroit 27 

Minnesota. President: RaymMonp L. Pace, M.D., Saint Charles; 
Secretary-Treasurer: JoHN K. Butter, M.D., 1214 Cloquet 
Avenue, Cloquet; Executive Secretary: James A. BLAKE, M.D., 
15-9th Avenue, South, Hopkins 

Mississippi. President: Witt1am E. Lorreruos, M.D., 1527 North 
West Street, Jackson; Secretary-Treasurer: A. T. Tatum, 
M.D., P.O. Box 1435, Jackson; Executive Secretary: Miss 
LoutseE Lacey, P.O. Box 1435, Jackson 

Missouri. President: THomas L. Dwyer, m.p., 119 East Love 
Street, Mexico; Secretary-Treasurer: James H. TRoLincEr, 
M.D., Jackson 

Montana. President: JosepH S. PENNEPACKER, M.D., 110 Third 
Street, S.W., Sidney; Secretary-Treasurer: Harry R. Sot- 
TERO, M.D., 315 North Broadway, Billings 

Nebraska. President; Ftoyp C, Netson, M.D., 2734 North Sixty- 
first Street, Omaha; Secretary-Treasurer: JouHn A. Brown, 
III, M.p., 412 Lincoln Liberty Life Building, Lincoln 

Nevada. President: Harotp L. Muter, M.D., 116 Ocotillo, Hen- 
derson; Secretary-Treasurer: Dennis CUNNINGHAM, M.D., 
1702 East Charleston Boulevard, Las Vegas 

New Hampshire. President: Wmu1amM D. TuisopEau, M.D., 184 
Main Street, Nashua; Secretary-Treasurer: Wiuu1aM F. Put- 
NAM, M.D., Lyme 

New Jersey. President: Harry Tarr, M.D., 165 Roseville Avenue, 
Newark 7; Secretary: Cuartes H. Catvin, M.p., 91 Lincoln 
Park, Newark 5; Treasurer: ANTHONY M. SusINNO, M.D., 29 
Roff Avenue, Palisades Park; Executive Secretary: Mr. 
Artuur R,. ELLENBERGER, 91 Lincoln Park, Newark 5 

New Mexico. President: ALBERT M. Rosen, M.D., Theatre Build- 
ing, Taos; Secretary-Treasurer: Juntus A. Evans, M.D., 1032 
Seventh Street, Las Vegas 

New York. President: J. HunTEeR Fucus, M.D., 8712 132nd Street, 
Richmond Hill 18; Secretary-Treasurer: RaymMonp S. Mc- 
KEEBY, M.D., 84 Main Street, Binghamton 
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North Carolina. President: Wiuiiam E. Se.py, M.p., 121 West 
Seventh Street, Charlotte 2; Secretary-Treasurer: Joun R. 
BENDER, M.D., 820 Nissen Building, Winston-Salem 

Ohie. President: James R. Jarvis, M.D., 507 South Washington, 
Van Wert; Treasurer: Howarp R. MircHeEtt, M.D., 683 East 
Broad Street, Columbus; Executive Secretary: Eart D. Mc- 
CALLISTER, M.D., 209 South High Street, Columbus 15 

Oklahoma. President: Marx D. Hotcoms, m.p., 1106 East 
Broadway, Enid; Secretary-Treasurer: V. M. RUTHERFORD, 
M.D., 328 East Aeronca, Midwest City; Executive Secretary: 
Mary Lou Cranan, 1227 Classen Drive, Oklahoma City 3 

Orégon. President: RayMonD M. REICHLE, M.D., 2209 Northeast 
Killingsworth, Portland; Treasurer: Stantey A. Boyb, M.D., 
Medical-Dental Building, Portland; Executive Secretary: 
Mrs. Anna Payne, 540 N. E. 44th Ave., Portland 13 

Pennsylvania. President: ARTHUR CLATEMAN, M.D., 757 Warring- 
ton Avenue, Pittsburgh 10; Secretary-Treasurer: Horace W. 
EsHBAcH, M.D., 4450 State Road, Drexel Hill 


Rhode Island. President: Samuet D. Crarx, M.D., 209 Hope 
Street, Bristol; Secretary-Treasurer: RicHarp J. KRAEMER, 
M.D., 2907 Post Road, Greenwood, P.O. Warwick 

South Carolina. President: Hervey W. Mean, m.p., P.O. Box 301, 
Pendleton; Secretary-Treasurer: Horace M. WuitrwortH, 
M.D., 301 East Coffee Street, Greenville 

South Dakota. President: Erwin T. Lierzke, M.pD., Beresford; 
Secretary-Treasurer: Macnt Davipson, M.D., Brookings 
Clinic, Brookings 

Tennessee. President: S. OGLE Jones, M.D., 103 East Swan Street, 
Centerville; Secretary-Treasurer: D. J. JoHns, M.D., 326 
Bennie-Dillon Building, Nashville 

Texas. President: James D. Murpny, M.D., 1556 West Magnolia, 
Fort Worth; Treasurer: John M. Smrru, Jr., M.D., 205 Cam- 
den, San Antonio; Executive Secretary: Mr. Donato C. 
Jackson, 308 West Fifteenth Street, Austin 

Utah. President: J. Poutson Hunter, m.p., 3007 Highland 
Drive, Salt Lake City; Secretary-Treasurer: AARON BELNAP 
Ross, M.D., 3419 Riverdale Road, Ogden 

Vermont. President: Donatp L. BasHaw, M.D., 31 South Main 
Street, Wallingford; Secretary: Wu.1am H. HEININGER, M.D., 
37 Buell Street, Burlington 

Virginia. President: Franx E. Tappan, M.pD., Hawthorne House, 
Berryville; Secretary: Russext G. McALLIsTEeR, M.D., 1016 
West Franklin Street, Richmond 20; Treasurer: WiuuiaM A. 
Younc, M.D., 2915 Grove Avenue, Richmond 21; Executive 
Secretary: Mrs. Louise B. Gremver, 1105 West Franklin 
Street, Richmond 20 

Washington. President: Errott W. Rawson, M.D., 1002 Medical- 
Dental Building, Seattle; Secretary-Treasurer: Joun C. Ety, 
M.D., E. 10706 Sprague Ave., Opportunity; Executive Secre- 
tary: Mrs. KaTHertne Leuman, 726 W. Sixth Ave. Spokane 4 

West Virginia. President: Locan Hovis, m.p., 215 Eleventh 
Street, Parkersburg; Secretary: Seicte W. Parks, m.p., 102 
Adams Street, Fairmont; Treasurer: Myer BoGaRAD, M.D., 
1732 Main Street, Weirton 

Wisconsin. President: RayMonp R. RicHarps, M.D., 116 West 
Grand Avenue, Eau Claire; Secretary-Treasurer: EpGar Enb, 
M.D., 7608 West State Street, Wauwatosa; Executive Secre- 
tary: Mr. Rosert A. Durour, 758 North Twenty-seventh 
Street, Milwaukee 8 

Wyoming. President: Ricuarp P. FirzGeraup, M.D., 222 South 
Wilson, Casper; Secretary-Treasurer: Wittarp H. Pennoyer, 
M.D., 314 Hynds Building, Cheyenne 
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~ BONADOXIN DROPS 


stop infantile colic... 


in hours 
without barbiturates 


without belladonna 


@-- 11, Illinois 


spasm. Journal-Lancet (May) 1956. In press 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Polio Snafu 


Dear Mr. Cahal: 

What is the cause of the polio snafu now? 

The MD’s are blamed for apathy. The State Health De- 
partment reports lag in utilization of allocated vaccine. 
When application is made, no vaccine is available. Where is 
it going? Have manufacturers bogged down, or failed to 
pass inspection ? 

Will the supply continue to be distributed by the State 
Health Department? 

When will supplies be adequate to immunize the popula- 
tion not now provided for (ages 5 to 14 years, and pregnant 
women) ? 

BERNARD E. BoLororr, M.D. 
Secretary and Registrar 
Northern Illinois Regional Chapter 
Rockford, Il. 


Dr. Bolotoff’s inquiry was referred to Dr. Malcom Phelps, 
the Academy’s representative on the National Advisory Com- 
mittee on Poliomyelitis Vaccine.— PUBLISHER 


Dear Dr. Bolotoff: 

Mr. Cahal has forwarded your letter to me. In reply to 
your questions I would submit the following: 
1. What is the cause of the polio snafu now: 

Answer: I believe there are several reasons for this. 

(a) The hysteria created by NFIP by release of the in- 
formation to the public rather than to the profession, and 
before the manufacturing concerns were properly equipped 
to supply large amounts of the vaccine. 

(b) Interference by Congress. Making the vaccine a po- 
litical football rather than a medical or public health issue. 
As you are well aware, the federal government appropriated 
many million dollars to purchase vaccine that was not 
available. 

(c) Certain segments, within the profession, have con- 
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demned the vaccine publicly without knowledge or adequate 
reason. The unfortunate Cutter incident also contributed. 
2. The MD’s are blamed for apathy. 

Answer: In some regions this is entirely true. The state 
of Massachusetts is a notable example. In other areas the 
local health departments have stated that they were going to 
take over the immunization program. 

3. The State Health Department reports lag in utilization of 
allocated vaccine. 

Answer: In some areas this is true due to the reason 
mentioned above. 

4. When application is made, no vaccine is available. 

Answer: In some areas this is also true. Since the pro- 
duction and release of the vaccine does not occur in a steady 
flow, there are apt to be “floods and drouths of the vaccine 
through the remainder of 1956.” 

5. Where is it going ? 

Answer: When a batch of vaccine is approved it is allo- 
cated to the various states on the basis of population in the 
1 to 19 age groups, each state receiving its proportionate 
share. The intrastate distribution will be explained later. 
6. Have manufacturers bogged down, or failed to pass in- 
spection ? 

Answer: Several of the vaccine manufacturers who for- 
merly were using small batch manufacture had to revise their 
manufacturing processes to large batch since the amount of 
vaccine used for testing purposes made it uneconomical for 
them to continue to manufacture the vaccine in small lots. 
The over-all production of vaccine is rising gradually but 
steadily although there will continue to be an uneven flow for 
some time. As far as I know no recent batches have failed to 
pass inspection although there have been some lots that the 
manufacturers have found unsuitable before they were given 
to the NIH for final acceptance. 

7. Will the supply continue to be distributed by the State Health 
Department ? 

Answer: The intrastate distribution in most states is con- 

trolled by a committee consisting of a doctor of medicine, 
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usually appointed by the governor and recommended by the 

state medical society, a member of the pharmaceutical pro- 

fession and a member of the public health department. These 

v . committees determine percentage of vaccine allocated 

C Oo ni yy t : a t | O ii which will be distributed through the normal trade channels 
and the percentage turned to the state health department for 

distribution or use in public health clinics and charity 


patients. 


8. When will supplies be adequate to immunize the population 


not now provided for (ages 5 to 14 years, and pregnant 
women) ? 

ANSWER: It is now anticipated that by the 31st of Decem- 
ber, 1956 enough vaccine will have been produced to im- 

munize this age group. 
. The problem in many states is due to the fact that the 
representatives of the medical profession have not taken a 
vigorous stand on the state committee to see that a fair 
amount of vaccine is allocated to the normal trade channels. 
the child the aged I trust that this is the information that you desire. If I 


have not made myself clear or if I can furnish any other in- 
formation I will be happy to do so. 
Matcom E. PuHELps, m.p. 
President-elect 


American Academy of General Practice 


Dual Presentation Compared 


Dear Sirs: 

Thank you for the dual presentation of the social security 
issue in your February GP. It provided an opportunity to 
: compare the two sides of the question which is not so easily 
derived from reading isolated articles either pro or con. 
Both authors can speak authoritatively and have, I believe, 


brought out most of the salient points for and against social 
n e O - H ul security coverage for physicians. 
, With Dr. Doenges’ presentation, partly despite his vivid 


and enthusiastic style, I find little argument. His article, 
although it overlooks certain objections to social security, 
is certainly sharp, succinct and accurate. 

Senator Humphrey’s article on the other hand, although 
IN ok @ O10 MO) Maelo tsten Cole d-\icelacierclalemmaarelisiciia it is written in a friendly manner and refers more than once 
to President Eisenhower’s support of social security, is mis- 
leading and offers only a flowery phrase in rebuttal to the 
prime argument against social security—the fact that the 
program is actuarially unsound. 
ne time ibricates The Senator’s first argument is that we are the only group 

VoMmelaciclalamel a’ still not covered. The answer is obvious—should we do 

ainht akan Gee what we believe wrong just to be with the majority ? 

“PP He passes off the socialistic aspect of the plan as “the 
false, outworn bogeyman of ‘socialism’.” This bogeyman is 
not outworn in our particular group. 

Bi Next the Senator calls it inconsistent for us to object 
LEMOS. - both on the ground that it is charity and that it costs the 
taste ke it Te covered individual too much to participate”. There is no 
inconsistency—it would be charity for a doctor who is now 
60 years old (the charity of his children and grandchildren), 





the pregnant 


Mae olele)elalliet-miameilelee)iclesmirivelace 


mineral oil jelly 


samples request and it would cost too much for the young physician who can 
get a better and more dependable contract privately for the 


arlin gton- funk laboratories same money. There is not an aspect of social security—re- 
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tirement, survivorship, burial or any other—that we cannot 
cover more dependably or more economically with private 
insurance. 

The unsoundness of the whole system, the fact that it 
places on our children and our children’s children an intol- 
erable financial burden—our number one objection—the 
Senator answers in this precise manner: “‘as is true of any 
comprehensive social insurance program, the actuarial 
soundness of social security coverage for the average doctor 
is in the nature of things partly speculative.” Egad! 

In quoting the President, Mr. Humphrey says, ““The sys- 
tem both encourages thrift and self-reliance.”” The normally 
good judgment of Mr. Eisenhower must have been swayed by 
someone—for this statement is patently untrue. Of all the 
things social security does, these are not two of them. 

There are many better alternatives to compulsory social 
security. One of these would be tax relief of retirement plan 
income. Another is the individual development of sound 
private insurance plans. If our basic plans for our own se- 
curity are to be supplemented, let us do it in our own way. 
Witness the whirlwind of approval received by Dr. John 
Peters concerning his plan for establishing a retirement 
community for physicians who would desire it. 

I realize that there is a certain number of doctors (as 
brought out in the statistical part III of the trilogy of ar- 
ticles) in favor of social security for us as a group. I don’t 
think that most of these men have had the time to delve into 
both sides of the problem and see the moral and financial 
wrongness of it. The poor glitter of $108.50 a month for life 
comes more easily to the surface. 

Personally, I am going to write my senators my views. If 
all of us do, at least we should get what the majority wants. 

Joun S. ARGUE, M.D. 
Pittsfield, N. H. 


Answers Senator Humphrey 


Dear Sirs: 

Senator Humphrey writes very convincingly in the Feb- 
ruary issue of GPand he makes a very plausible and persua- 
sive case for the compulsory inclusion of doctors under 
social security. 

He states that as a result of compulsory inclusion “neither 
the professional freedom nor the personal initiative of the 
individual doctor would be in any demonstrable way im- 
paired.” I maintain that under compulsory social security 
the doctors’ freedom would be impaired to the degree that 
none of them would be free to decide whether he wanted to 
be included or excluded. The very word compulsion implies 
loss of freedom. 

A little further on he states, ‘It is curious reasoning to 
object to social security both on the ground that it is charity 
and that it costs the covered individual too much to par- 
ticipate.” Strangely enough, both these arguments are valid. 
The individual who is able to qualify under the arbitrary 
provisions of the Actand receives benefits thereby is receiving 
charity. I submit (using the Senator’s own figures) that 
anyone who receives from a governmental agency a pension 
of $162.80 monthly for life in return for total premiums of 
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@ Blasting a time honored concept, 
a British psychiatrist reports that 
convicted murderers sleep well before 
execution —averaging 7% hours 

each night. 


® According to Freud, before falling 
asleep, a person must actively wish for 
sleep. But, anxiety commonly interferes 
with this wish. 


@ Brain waves may correspond with 
the depth of sleep as follows: 1. alpha— 
waking state; 2. alpha plus delta—light 
sleep; 3. delta—deep sleep; 4. null— 
light sleep; 5. intermittent alpha—very 
light sleep; 6. alpha—wakefulness. 


@ Dreams probably occur just before 
waking or during light sleep —not during 
deep sleep. Persons from 20 to 25 
years old do the most dreaming. 


@ During exciting dreams, the blood 
pressure may be above waking levels. 


@ With new Lotusate® the patient 


has a good morning as well as a good 
night. Lotusate brings sleep in from 
15 to 30 minutes. Its action holds for 
6 to 8 hours. Different in color, size, 
shape, Lotusate appeals to the 
“sleeping-pill” weary. 
Lotusate (brand of talbutal), 
trademark reg. U.S. Pat. Off. 







































$189.00 is receiving charity from the taxpayers—there is jus: 
no other word to describe it. And for the unfortunate ind 
vidual who, under compulsion, pays his premiums for 20, 3:) 
or 40 years, and then by reason of one of the many gimmick 
in the law cannot qualify to receive anything in return—fv; 
him, I maintain that it did cost too much to participate. 

A little further on I read, “This argument often reflecis 
another notion that social security is not insurance at all.” 
Senator Humphrey surely knows that in hearings before the 
Supreme Court in 1937 the representatives of the Adminis- 
tration themselves maintained that social security is not in- 
surance, but as soon as the hearings were ended they named 
the scheme ‘‘Old Age and Survivors Insurance.” Of course 
social security isn’t insurance and Senator Humphrey un- 
questionably knows it. But it definitely is a big step toward 
State Socialism and Senator Humphrey knows that too. 

As for his comparison of social security with fire insur- 
ance, casualty insurance or automobile liability insurance, 
he conveniently overlooks the fact that each of these types of 
insurance is an actuarially sound indemnity system that 
reimburses the insured for monetary loss resulting from ac- 
cident. It is the height of sophistry to compare them toa pen- 
sion plan. Senator Humphrey further maintains that social 
security must be compulsory in order to maintain it on an 
actuarially sound basis. There are two major flaws in this 
argument. In the first place, as Senator Humphrey is proba- 
bly aware, social security is now, today, actuarially unsound, 
even on a compulsory basis. And in the second place all the 
insurance sold by the major insurance companies is not only 
on an actuarially sound basis but is also on a voluntary basis. 
If the Prudential can sell voluntary life insurance and vol- 
untary annuities why cannot the federal government? 

And if the Metropolitan can offer me a choice of various 
sized premium payments related to various sized benefits, 
why cannot the federal government? 

Lyon STEINE, M.D. 

Valley Stream, N. Y. 


Err in Requirements? 


Dear Sirs: 

In reviewing an article written in the November, 1955 GP, 
I am left disturbed either by my lack of knowledge or by a 
lack of details in the article. The information which I will 
discuss was contained in the subheading “Young Doctors 
Eligible for Mead Johnson Awards Asked to Contact AAGP 
Headquarters.” 

The requirements for admittance to the Academy of Gen- 
eral Practice were listed as follows: 

1. Two years of graduate training acceptable to and ap- 
proved by the Commission on Education 

2. One year of graduate training followed by two years of 
general practice, or 

3. Three years of general practice. 

No stipulation was made as to the type of graduate train- 
ing. If the requirement is anything short of a general prac- 
tice residency, then I feel that the Academy has erred in its 
requirements. I have talked to men prominent in the Acad- 
emy who suggested to me that I take two years of surgery 
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before I go into general practice. After having completed ten 
months of an excellent general practice residency, I can see 
the errors in such advice.What kind ofa pediatrician, obste- 
trician or internist is any doctor after two years of surgery? 
After three months he would have forgotten what a bulging 
eardrum looks like assuming that he once knew. Decisions 
to take one or more years of specialty training prior to enter- 
ing general practice are no doubt influenced by fearsof being 
unable to get hospital privileges. 

I would also take issue with the Academy intimating that 
a third year of general practice is as good as a year of general 
practice residency which you state when you say “three 
years general practice or one year of general practice resi- 
dency and two years of practice.” I believe that a year of 
residency should be equivalent to two years of general prac- 
tice, so that the requirements should be any one of the fol- 
lowing: 

1. A year of general practice residency and two years of 
general practice. 

2. Two years of general practice residency 

3. Four years of general practice 

4. Allow one year of specialty training for one year of 
general practice. 

If the Academy doubts that a year of residency is as valu- 
able as I have intimated, then I’d like the opportunity to 
convince them of one such program that is. 

GP continues to be a must on my reading list each month. 
I have enjoyed it during a year of internship and this year 
of residency training. 

J. BERNARD CRITCHFIELD, M.D. 
Concord, Calif. 


Graduate training acceptable to the Commission on Educa- 
tion consists of general practice residencies which areapproved by 
a joint committee of the Academy and the American Medical 
Association. The graduate training, or years of practice, are 
eligibility requirements and do not provide automatic admis- 
sion to the Academy. Each applicant is evaluated by the state 
chapter’s credentials committee. Academy membership is for a 
three-year period. Therefore, each member is re-evaluated every 
three years. Re-election is based upon continued study. 

— PUBLISHER 


Little Choice in the Matter 
Dear Sir: 


In his excellent article on ‘Office Care of Chronic Pain 
in the Arm and Hand” in GP for October, 1955, Dr. Lewis 
Cozen has fallen into a common error in referring to ste- 
nosing tenosynovitis as “de Quervain’s disease.” There 
are two disorders, first described by Fritz de Quervain 
(1796-1874), which bear his name. Probably the most widely 
known is found under Diseases in The American Illustrated 
Medical Dictionary, Dorland, 22nd Ed. 1951, under the 
name “Quervain’s Disease” without the “de.” This is de- 
fined as “Painful tenosynovitis due to relative narrowness 
of the common tendon sheath of the abductor pollicis longus 
and the extensor pollicis brevis.” 

The other disease bearing de Quervain’s name is not 
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drops, sprays and inhalants...eliminates re- 
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listed in Dorland but is discussed in an article entitled 
Subacute Thyroiditis Treated with Cortisone,” by Rich- 
ard P. Lasser, M.D. on pages 1,133 and 1,134 of the JAMA 
for July 18, 1953. This disease carries the name “de Quer- 
vain’s disease” and is subacute, nonsuppurative thyroiditis or 
pseudotuberculous thyroiditis. So, Quervain’s Disease and 
de Quervain’s disease are two very dissimilar entities. This 
is another excellent example of the pitfalls ever present in 
the use of eponyms. 
Joun H. ScHarrer, M.D. 

Los Angeles, Calif. 


Dr. Cozen was asked to comment on this matter of using 


eponyms. His reply follows.—PuBLISHER 


Dear Sir: 

I am glad that Dr. Schaefer has called attention to the 
pitfalls in the use of eponyms. There are also some draw- 
backs to the elimination of eponyms. To use the term, 
“Chronic stenosing tenosynovitis of the abductor pollicis 
longus and the extensor pollicis brevis,” is to me just as 
distasteful as using the term “de Quervain’s disease.” I am 
afraid that eponyms are here to stay. 


Lewis Cozen, M.D. 
Los Angeles, Calif. 


Tar Heel Asset 


Dear Sirs: 

Some months ago I moved to Richlands, N. C. from Ne- 
braska—where I had already contributed my $33 to the 
Building Fund. However, since I have transferred my mem- 
bership to the North Carolina Academy and am an enthus- 
iastic believer in the AAGP, I shall be happy to also contri- 
bute as a member here. I am glad to now become a Tar Heel 
and to do my share as such. 

CuHar.es T. STREETER, M.D. 
Richlands, N. C. 


“On the Ball, State Officers!” 


Dear Sirs: 

In your February GP you mentioned that 54 University 
of Michigan senior medical students had subscribed to GP, 
paying half their subscription, with the Michigan chapter of 
the AAGP paying the other half. 

You were right as far as you went. After the first issue had 
been received by 64 students, 25 more subscribed, making 
the total 89 for the University of Michigan alone. 

The Wayne County chapter of the AAGP made the same 
offer to the senior class of Wayne University Medical School, 
with similar results. 

The interest of medical students in the general practice of 
medicine is tremendous. It is highly fitting, and appropriate 
that every state chapter in the nation should do likewise in 
providing senior medical students with this means of learn- 
ing more about the general practice of medicine—a field 
which to date has been sadly neglected in medical school 
curricula, with a few notable exceptions. 
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With every state chapter on the job, there will be 7,000 
medical seniors keeping up with general practice—instead 
of less than 500. 

On the ball, state officers! 

J. S. DeTar, m.p. 
President 


American Academy of General Practice 


Explanation, Please! 


Dear Sirs: 

I have read with interest and care the special features on 
social security in the February, 1956, issue of GP. 

In the article by Senator Humphrey, I find on page 137 in 
the section under retirement benefits the following : ‘‘Actual- 
ly, no matter how large his annual net earnings during these 
years, the law would allow him to draw his social security 
benefits every month he was not actually engaged in 
practice”. 

In the article by Walter H. Kemp, I find on page 139 the 
following: “Currently, the retired participant whose income 
still exceeds $1,200 a year, is not eligible to receive benefits 
until he is 72.” 

I am not able to reconcile these two statements. Will you 
kindly explain? 

Suppose a doctor under social security has, let us say, an 
annuity of $1,500 per year. Does he get his social security 
benefits at age 65 nevertheless, or must he retire at age 65 
and wait until age 72 until he gets his social security bene- 
fits? How is he supposed to live in the meantime? 

G. P. BERGMANN, M.D. 
Mattituck, N. Y. 


Our apologies. Neither statement is sufficiently precise. Eligi- 
bility to receive benefits at age 65 is determined by the amount of 
income from SERVICES RENDERED. This provision applies to ANY 
serve rendered—professional or otherwise.—PUBLISHER 
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How CARNATION INSTANT 
provides new dietary advantages not possible 
with other forms of nonfat milk 


Because Carnation Instant is a new crystal than supplied by bottled nonfat milk. The 
form of nonfat dry milk, the physician may newcrystal form may also be added to whole 
specify a greater ratio of milk solidstowater milk to increase its nutritive content. 











WHEN LIQUIDS ARE RESTRICTED, 
the physician may specify an addi- 
tional heaping tablespoon of Carna- 
tion crystals per glass (or 14 cup addi- 
tional crystals per quart.) This “self- 
enrichment” provides a 25% increase 
in protein, calcium and B-vitamins 
with no increase in liquid bulk. 


25% “self-enriched” Carnation 
Instant also provides a more familiar 
heavier texture and richer flavor, 
well-liked by patients who are 
accustomed to drinking whole milk. 





WHEN PROTEIN NEEDS ARE HIGH, 
the physician may recommend the ad- 
dition of 114 cups Carnation crystals 
to each quart of whole milk. This dou- 
bles the protein, calcium and B-vita- 
min content. 


The use of Carnation Instant in 
whole milk is of value for children 
who are in a temporary phase 
of “milk resistance”...and is also 
useful in increasing the protein 
in convalescent diet without 
increasing bulk. 











Other advantages 
of the Carnation exclusive 
Crystal Form 


Fresh milk flavor, delicious for drinking. 
Mixes instantly in ice-cold water. 

Does not cake or harden in the package. 
No special recipes needed. 

Economical, available everywhere. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


George N. Papanicolaou, M.D. 
A Passano Award... 


Most recent of the many honors showered upon Dr. George N. 
Papanicolaou, Professor Emeritus of Clinical Anatomy at Cornell 
University Medical College, is the $5,000 Passano Foundation 
Award, citing the scientist for his fundamental researches in ex- 
foliative cytology. Dr. Papanicolaou’s discoveries are now widely 
applied in early detection of cancer, especially of the uterus, and 
have proved of value as well in study of many problems of repro- 
ductive physiology. The award will be formally made in June, 
during the AMA’s Chicago convention, at which time a reception 
and dinner will honor Dr. Papanicolaou, and an evaluation of his 
contribution to medicine will be presented by Dr. Bayard Carter, 
chairman of the Department of Obstetrics and Gynecology at 
Duke University School of Medicine. Dr. Papanicolaou, born in 
Greece and educated abroad, has been with Cornell since 1913, 
took American citizenship in 1927, helped found the New York 
Cancer Society, has written widely on his research work. 


Irwin B. Wilson, M.D. 
An Antidote... 


Development of an antidote for ‘nerve gas” recently announced 
from New York City has been the result of long and patient re- 
search by Dr. Irwin B. Wilson and Associates, working in the 
laboratories of Columbia University’s College of Physicians and 
Surgeons. Dr. Wilson, born in Yonkers, New York, and educated 
in physical chemistry at City College and at Columbia, came to the 
College of Physicians and Surgeons to pursue his interest in theo- 
retical questions of nerve function and enzyme activity. Invention 
of PAM, the new antidote, resulted from studies which showed 
that the hydrolysis of acetylcholine by the enzyme acetylcholin- 
esterase includes a two-step process involving an acetylated en- 
zyme. Nerve gases inhibit the enzyme by forming a phosphoryl 
enzyme. PAM restores the enzyme to normal function by dephos- 
phorylating the inhibited enzyme. Safe doses of PAM are declared 
100 per cent effective in checking lethality of normally 100 per 
cent lethal doses of paraoxon and diisopropyl fluorophosphate. 
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Robert Kennedy Cutter, M.D. 


A Versatile Leader... 


When the American Pharmaceutical Manufacturers As- 
sociation, at its recent Florida meeting, selected ‘Dr. 
Bob” Cutter as president, it put into top office a busy 
man with a variety of interests. Dr. Cutter’s home in 
the hills of Berkeley, California, is a camellia fancier’s 
paradise—he hybridizes them. He also hunts, fishes, 
trains dogs, and heads the third oldest biologic lab- 
oratory in this country. Two years ago he found the 
time and breath to scale Mt. Whitney, highest U.S. 
mountain peak. You might say that Dr. Bob Cutter 
likes challenges. It was not accidental that he became 
associated with medicine and pharmacy. His grand- 
father and greatgrandfather were physicians, and his 
father, a pharmacist, founded Cutter Laboratories in 
1897. ‘Dr. Bob” and his two brothers, Ted and Fred, 
now manage the firm. Robert Cutter took a Master’s 
degree from the University of California before gradu- 
ating cum laude from Yale School of Medicine in 1923. 
He practiced medicine for two years before joining 
Cutter Laboratories as assistant medical director, later 
taking on general management duties. 
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ON THE CALENDAR 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 


* Classified by the commission on Education as acceptable 
for postgraduate study credits under Category I. 


*May 17. Maryland and Washington, D. C. chapters, spring 
scientific meeting, Sheraton-Belvedere Hotei, Balti- 
more. 

*May 17-19. dis ds Otc, is. al, amen on 
diabetes, Denver. 

May 17-20. Mount Sinai Hospital, sixth annual seminar, 
Fontainebleau Hotel, Miami Beach. 


*May 18. Maine chapter, et. al, course in anesthesiology, 
Portiand. 

*May 18-20. Pennsylvania chapter, eighth annual meet- 
ing, Bedford Springs Hotel, Bedford Springs. 

*May 22—Jun. 6. Henoluly (Heweil) chapter and Hono- 
lulu County Medical Society, annual postgrad- 
uate lectures, Honolulu. 
surgical seminar, Ogden. 

*May 23-25. University of Tennessee, course on cardio- 
vascular diseases, Memphis. 

ee eee conference, lowa 


*May 25. Maine chapter et. al, course on digitalis, Portland. 

*May 25-26. Washington chapter, fifth annual meeting, 
Davenport Hetel, Spokane. 

*May 27. St. Lovis (Missouri) chapter, spring symposium 
for general practitioners, Chese Hotel. 


Jun. 7-10. American College of Chest Physicians, 22nd 


annual meeting, Sherman Hotel, Chicago. 
Jun. 7-10, American Therapeutic Society, 57th annual 








Relief from Symptoms of Ovarian Decline Possible 
While Menopause Takes Normal Course 





TERMINATION OF REPRODUCTIVE FUNCTION 
A NATURAL PHENOMENON 
BUT DISTRESSING SYMPTOMS NOT A PHYSIOLOGIC NECESSITY 





w Nature's device to protect the race—the men- 
opause — limits the childbearing phase of life 
to the years most favorable for reproduction. 


@ Many women, however, suffer needlessly 
from a variety of symptoms that accompany 
the decline of ovarian function. These symp- 
toms can be relieved without interfering with 
the normal course of the physiologia’event. 


The naturally occurring conjugated estrogens 
promptly relieve symptoms and impart a 
“sense of well-being.” 


The only useful aspect of the menopause is 
the cessation of menstruation which marks the 
end of the reproductive phase in the woman’s 
life. The natural purpose of the menopause is 
to restrict childbearing to the more youthful 
years when the chances for uneventful preg- 
nancy and uncomplicated delivery are best, 
and when conditions for a normal somatic and 
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psychic development of the offspring are most 
favorable. In a proportion of women, ovarian 
function does not completely cease, and sub- 
menstrual levels of estrogen are often main- 
tained for an additional 10 or 15 years.’ This 
slow, gradual decline of ovarian activity makes 
allowance for the general systemic need for 
‘,.. Involved in metabolic re- 
lationships with all the tissues of the body . . .’” 
Therefore, as long as these submenstrual estro- 
gen levels are maintained only few, if any, sys- 
temic symptoms will appear. 


estrogen which is * 


But often the decline of ovarian function is 
not so gently regulated. Hence, a wide variety 
of symptoms ensue in the menopause and in 
the pre- and postmenopausal syndrome. Many 
of these symptoms differ substantially from the 
few “classical” signs (hot flushes, irritability) 
so that diagnosis sometimes becomes difficult. 
In fact, menopausal symptoms may simulate a 


(continued) 
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Distressing Symptoms of Ovarian Decline not a Physiologic Necessity 


number of unrelated diseases which are really 
traceable to the same single cause: estrogen de- 
privation due to decline of ovarian function. 


THE DISTRESSING MANIFESTATIONS of ovarian 
decline which may occur in the pre- and post- 
menopausal period as well as in the menopause 
itself are those which cause pain and discom- 
fort (the various well-known vasomotor symp- 





toms, headaches, insomnia, crying spells, anxi- 
ety, vague pains, and outright arthralgias) , 
those causing actual trophic changes (progres- 
sive postmenopausal osteoporosis with its 
complications), and many other symptoms 
(tension, depression, irritability) which affect 
not only the patient herself, but also those who 
associate with her. In addition, there may be 
symptoms emanating from an actual secondary 
or simulated dysfunction of other endocrine 
glands, or a metabolic or electrolyte imbalance. 
Greene’ states that “. . . some 80 per cent of 
women experience symptoms which are at best 
annoying and at worst incapacitating.” 


These symptoms again illustrate that estro- 
gen is ““... one of the most important metabolic 
regulators . . .”* and that “. . . the body is not 
likely to accept without protest the cessation 
of hormonal supply within the accustomed 
physiologic range.’ 


THE NEEDED SUBMENSTRUAL ESTROGEN levels 
can be re-established by hormonal replacement 
therapy to relieve the undesirable effects of the 
menopause. The complete estrogen-complex — 





i. e., all the naturally occurring components of 
the equine estrogen complex in water-soluble 
form, are contained in “Premarin.” These nat- 
ural, orally active estrogens are notably well 
tolerated and are capable of participating in 
intrinsic metabolism. “Premarin” has enjoyed 
15 years of clinical acceptance in replacement 
therapy providing prompt symptomatic relief 
and a gratifying “sense of well-being.” 
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(continued) 


RECOMMENDED DOSAGE 


“PREMARIN ’® is initially given in daily doses 
of 1.25 mg. But, if after 4 or 5 days this dose 
proves insufficient, the dosage may be increased 
to 2.5 and up to 3.75 mg. daily. When symp- 
toms are under control, the dosage may be 
gradually reduced to a maintenance level of 
0.625 mg. daily or less. Therapeutic effective- 
ness is increased by divided doses to achieve a 
more constant blood level. Cyclic therapy in 
approximately 21 day courses with rest periods 
of five to seven days is recommended. 


NATURE'S PURPOSE IS WELL SERVED by med- 
ical progress which enables us to eliminate the 
undesirable aspects of the menopause. The con- 
jugated estrogens in “Premarin” are produced 
by nature, not by laboratory synthesis, and they 
are used for prompt and effective symptomatic 
relief — and to create a “‘sense of well-being.” 
“Menopausal symptoms constitute one of the 
commonest problems which physicians en- 
counter.’’® To cope with these symptoms 
“... estrogens afford specific treatment and 
should not be denied the patient.’ 
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must be avoided 





»..as in HYPERTENS/ON 


JSON DIR EVOL 


(COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS) 


FOR CHRONIC CONSTIPATION 


when the “‘going”’ is rough 
BKONDREMUL 
(PLAIN) 


Contains 55% mineral oil; pleasantly 
flavored. In bottles of 1 pint. 


also available 


KONDREMUL WITH CASCARA—0.66 Gm. 


nonbitter Ext. Cascara/tbsp. 


KONDREMUL WITH PHENOLPHTHALEIN — 
0.13 Gm. phenolphthalein/tbsp. 


KONDREMUL belongs in the picture 
whenever strain-free elimination is a 
“must.” The softening and infiltrating 
action of KONDREMUL results in a soft, 
well-formed, easily passed stool ... with 
no irritation, griping, or tenesmus. 
KONDREMUL is an outstanding mineral oil 
emulsion because of its high stability and 
the extremely small, uniform size of its oil 
globules, each held firmly in an envelope 
of Irish moss. No unpleasant leakage. 





THE E.L. PATCH COMPANY 


Stoneham, Massachusetts 
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The Medical Student 


Docrors CONCERNED with medical education or those 
who are helping young persons prepare for medical 
school, will want to read a discussion of the medical 
student in the January, 1956 issue of the Journal of 
Medical Education. 

Applications for admission to medical schools have 
dropped significantly in the last few years. It is thouglit 
that the increased demand by industry for young per- 
sons trained in other scientific fields has reduced in- 
terest in a career in medicine. The educators are not 
so concerned about the reduction in applicants as they 
are about the qualifications of those applying. The 
other sciences are obtaining many candidates who are 
particularly well qualified for medical careers. How- 
ever, most of the students who gain admission to medi- 
cal schools have the intellectual ability to do a credit- 
able job. 

The adaptation of the student to a medical school, 
particularly in the first year, is all important. Anxiety 
about grades while adjusting to a heavier work load is 
a contributing factor to poor grades. 

The student needs assurance and help from his in- 
structor to develop better study habits, but reassurance 
and sympathetic understanding of his problems by his 
family doctor would prove very beneficial. 

The instructors have their problems too and are not 
always in a position to devote time to a student who 
needs to talk with someone. The student needs to feel 
that he is an individual and not just a unit in a given 
class, of which a certain percentage will fail to complete 
the course. 

It should be the objective of every practicing physi- 
cian to assist a student in becoming the type of phy- 
sician he would want in his community. This same 
attitude should be applied toward interns and resi- 
dents. They are all greatly influenced by their associa- 
‘ion with practicing physicians. The medical school is 
equipped to turn out a highly skilled scientist, but it is 
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Editorials 


up to the practicing physicians to prepare these young 
people in the art of practice and in good professional 
attitudes. 


Grafts for Peripheral Arterial Occlusion 


IN THE PAST SEVERAL YEARS, a number of surgeons have 
advocated reconstruction of the arterial circulation in 
patients having segmental (atherosclerotic) occlusions 
in arteries of the lower extremities. The principal cri- 
teria for surgical treatment have been (1) evidences of 
ischemia (claudication, rest pain, tissue necrosis) and 
(2) demonstration by arteriography that arteries are 
patent at a level below the site of arterial block. Al- 
though surgical techniques have varied, the most popu- 
lar method recently has entailed replacement or by- 
passing of the occluded arterial segment, using either 
an arterial homograft or a venous autograft. 

Generally speaking, the immediate results of these 
grafting operations have been excellent. In almost all 
patients meeting the aforementioned criteria, good arte- 
rial flow has been re-established in the affected limb, 
with consequent relief of symptoms. However, little 
has been written about the long-term results. It is there- 
fore enlightening to read about follow-up studies by 
Hoye and Warren, as reported in the New England 
Journal of Medicine for January 19, 1956. 

These authors had performed 29 grafting operations 
for reconstruction of the iliac or femoral arterial cir- 
culation. All but three of the patients left the hospital 
with patent grafts—an immediate success of about 90 
per cent. Yet, with passage of time, the outcome was 
discouraging. Thus, 17 additional grafts became oc- 
cluded after the patients had left the hospital—most 
of them within six or seven months after operation. 
In other words, the success of arterial reconstruction 
was eventually reduced to about 30 per cent. 

In the cases in which grafts became occluded, anal- 
ysis of operative techniques and other factors were not 
very helpful in disclosing reasons for the failures. The 
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only significant factor appeared to be the length of the 
graft—grafts over 20 cm. long seeming to show a 
greater tendency to closure. The type of anastomosis 
did not make a difference. Some of the grafts had been 
inserted end-to-end after resection of an occluded seg- 
ment of artery. Other grafts had been attached end- 
to-side so as to by-pass a blocked segment of artery, 
which was not resected. 

It is possible that the type of anastomosis would 
have some influence upon what happens in the limb 
after a graft closes off. This thought was not presented 
by Hoye and Warren in their analysis. In some of their 
patients, closure of a graft was followed by a worsening 
of the circulatory status of the limb as compared with 
the preoperative status. In other instances, this was 
not so. However, the authors did not relate these facts 
to the types of anastomosis. Yet Crawford and DeBakey, 
writing in Surgery, Gynecology ¢ Obstetrics for Novem- 
ber, 1955, proposed that closure of a graft is likely to 
have less deleterious effect when the graft has been 
inserted as a by-pass. They reasoned that this is so 
because this operative technique does not deprive the 
limb of natural collateral channels, while end-to-end 
placement of a graft in replacement of a blocked artery 
does have that effect. 

Altogether, the facts presented by Hoye and Warren 
are highly discouraging. These authors continue to 
recommend arterial .reconstruction “for any person 
who is really disabled by ischemic symptoms from the 
normal activity of his age group.” This seems to imply 
that the operation would not be done in a patient who 
has obvious arterial blockade but is tolerating it well. 
Yet the natural evolution of the disease in such cases 
decrees eventual serious disability. This would be just 
the kind of patient in whom successful reconstruction 
would do most good. We can only hope that the di- 
lemma will be resolved by some change in methods 
that will ensure that grafts stay open in a higher per- 
centage of cases. 


King Charles’ Head 


Wuenever Mr. Dick of David Copperfield set himself to 
the task of writing his “Memorial,” he ran into trouble. 
Before he could stop himself, some reference to the 
head of King Charles I crept into the manuscript. And 
that kind of reference had been expressly forbidden 
by Mr. Dick’s friend and benefactress, Miss Betsey 
Trotwood. 

In the past few years, writers of medical editorials 
have had similar trouble with “‘cigarette smoking and 
lung cancer.”” Whatever the effort to keep this topic 
out of the editorial pages, like King Charles’ head, 
there it is again. 
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The most recent excuse for an entry is related (o 
Dr. Joseph Berkson’s sally against the validity of the 
statistical studies sponsored by the American Cancer 
Society. Originally published in Proceedings of the Staff 
Meetings of the Mayo Clinic for July 27, 1955, Berkson’ s 
essay received wide attention in daily newspapers—- 
especially the following quotation: 

“It has been suggested, on the basis of the findings in 
the publication of Hammond and Horn, that an active 
educational campaign be conducted to warn the Amer- 
ican public that cigaret smoking exposes them to an 
increased hazard of developing cancer. Such a proposal 
seems poorly founded when an examination of the data 
on which the conclusions of the study rest discloses 
that the cigaret smokers in the American Cancer Soci- 
ety study are enjoying equal or lower death rates from 
cancer than the general public is experiencing and that 
their over-all death rate is also lower.” 

The implications of that statement were irresistible 
to science writers. Here was another turn of the wheel. 
It harked back to ideas still prevalent in the earlier 
decades of this century—ideas about the good medicinal 
influences of tobacco in various forms. 

Berkson’s analysis of the American Cancer Society 
study suggested that the data may have been misinter- 
preted. The study had purported to be “prospective” 
(as opposed to “‘retrospective”) and the subjects of the 
study had been supposed to be “unselected.” Berkson 
proposed that “selection” affected the data after all. 
His main reasons were as follows: 

1. The prevalence of cigarette smoking among the 
subjects of the study was considerably less than rates 
obtained from other sources. It appeared to Berkson 
that “... there was a ‘tendency’ for cigaret smokers 
not to enter themselves (in the projected survey), with 
the result that the sampled population is ‘selected,’ 
that is, unrepresentatively weighted with nonsmokers 
of cigarets.”” 

2. The subjects in the American Cancer Society 
survey are almost incredibly healthy. Even the heaviest 
smoking group is found to have a lower adjusted death 
rate than is found in the general population. 

Then, too, Berkson expressed the feeling that the 
statistics of the American Cancer Society study are defi- 
nitely open to question because “they prove too 
much.” 

Thus, statistics show higher death rates among 
smokers than among nonsmokers for all diseases tabu- 
lated—cancer of the lungs, other cancer, coronary ar- 
tery heart disease, and other diseases. On that point, 
Berkson stated, “Indeed the question raised by the 
findings in the American Cancer Society study of higher 
death rates among cigaret smokers is not, ‘Does cigaret 
smoking cause cancer of the lungs?’ so much as it is, 
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‘What disease does cigaret smoking not cause?”’’ As 
a partial answer to that question, Berkson speculated 
*t., that smoking accelerates the rate of living and 
advances age and age causes cancer. The supposed 
effect of smoking, if it exists,” he continued, “‘may be to 
stimulate those trophic processes, of which little is 
known, that constitute the biology of aging.” 

In conclusion, Berkson wrote, “. . . I do not believe 
that from the statistical studies so far accomplished one 
can conclude definitely that smoking causes cancer, or 
even that necessarily it is ‘associated’ with it. On the 
other hand, at the very least these studies pose a strong 
presumption that smoking may cause cancer and/or 
may otherwise be deleterious to health and longevity.” 
He went on to ask for a larger experimental program 
for solving the problem. 

In essence, Berkson’s parting words resembled the 
editorial writer’s cliché—we still don’t know; time will 
tell. That may be so, but this much seems sure: The 
American Cancer Society statisticians will have strong 
words to say about Berkson’s interpretations of their 
data. 


Uncle Wilfred 


Uncie Wirrrep was pleased to learn that the Amer- 
ican Medical Association plans to alter the name of 
Principles of Medical Ethics. That name always dis- 
turbed him because the AMA House of Delegates 
kept making changes in the book, and he didn’t like 
the implication that physicians would change their 
ethical principles as a matter of expediency. 

The new name—Principles of Medical Ethics and 
Precepts of Manners—suits Uncle Wilfred all right, 
providing, as he says, ““They’re smart enough to do a 
good job of sorting, and get the ethics and the manners 
in the right places.” 


Pathogenesis of Venous Thrombosis 


SEVENTY YEARS AGO Virchow explained the enigma of 
venous thrombosis on the basis of a triad of factors— 
injury to intima, increased coagulability of blood, and 
vascular stasis. Since then little has been added to 
medical thinking about venous thrombosis. Intimal 
damage has been played down as an important etio- 
logic factor, but stasis and hypercoagulability are still 
emphasized. 

With the passage of time, knowledge has increased 
regarding the mechanisms of blood coagulation. It has 
been shown that, in clinical states that predispose to 
venous thrombosis, there may indeed be a condition 
of hypercoagulability. This has suggested an interest- 
ing paradox. Thus, it is reasonable to propose that 
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hypercoagulability is necessary for protection of life, 
in the sense of preventing excessive blood loss at times 
of injury, surgical operation or childbirth. 

On the other hand, when the hypercoagulability 
exceeds certain limits or when it is reinforced by 
another factor (vascular stasis), thromboembolism may 
threaten life. 

Consideration of that paradox has stimulated close 
investigations of the contributions to hypercoagulabil- 
ity made by the various agents that are involved in 
blood clotting. It has been hoped that precise defini- 
tion of the mechanism of hypercoagulability might 
provide (1) a test that would indicate the point at 
which hypercoagulability threatens to cause spontane- 
ous intravascular clotting, and (2) better methods for 
preventing or controlling dangerous hypercoagula- 
bility. 

Among the blood-clotting factors recently appraised 
for their part in thromboembolism are the substances 
that speed the conversion of prothrombin to thrombin 
—proaccelerin and proconvertin. Proaccelerin (plas- 
ma accelerator globulin, labile factor, factor V) is ac- 
tivated by small amounts of thrombin, becoming ac- 
celerin (serum accelerator globulin, factor VI). Pro- 
convertin is activated by thromboplastin and calcium 
into convertin (serum prothrombin conversion accele- 
rator, Spca, stable factor, co-thromboplastin, factor 
VII). 

In experiments reported in the Journal of Clinical 
Investigation in 1955, Wessler showed that infusions of 
serum rich in convertin would initiate venous throm- 
bosis in dogs at sites of venous stasis distant from the 
site of infusion. He proposed that the pathogenesis of 
venous thrombosis in various clinical states might de- 
pend upon local venous stasis plus a transient increase 
in circulating convertin activity. 

Following Wessler’s lead, Alexander and his asso- 
ciates assayed the values for prothrombin, proaccelerin 
and proconvertin during pregnancy and the puer- 
perium. As noted in their report published in the New 
England Journal of Medicine for February 23, 1956, 
they chose pregnant women for these studies because 
the experiment could be more easily controlled and 
because childbirth is known to predispose to thrombo- 
embolism. 

Alexander’s group found that proconvertin values 
were considerably elevated in relationship to preg- 
nancy. Higher values occurred preponderantly in the 
last trimester. Levels tended to remain high for a few 
days after delivery, then dropped off to normal during 
the ensuing six weeks of observation. 

These recent additions to knowledge about hyper- 
coagulability lengthen the list of coagulation factors 
that may predispose to thromboembolism. Thus, in a 
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variety of clinical states, the following alterations have 
been observed singly or in combination: 

Increased platelet count 

Increased platelet adhesiveness 

Increased prothrombin 

Increased proconvertin 

Increased fibrinogen 

Decreased antithrombin ( ?) 

To date, however, the studies of hypercoagulability 
have not provided a better method for preventing 
thromboembolism. Although anticoagulants are widely 
used, it is manifestly impractical to apply present-day 
anticoagulant therapy for all the patients having the 
clinical conditions in which hypercoagulability is 
known to occur. Perhaps the problem will eventually 
be solved by the discovery of a better anticoagulant 
drug. Or it may be solved by acquisition of knowledge 
that defines hypercoagulability more precisely. 

Meanwhile, it is reassuring that attention to meth- 
ods for prevention of venous stasis go a long way to- 
ward preventing thromboembolism. These methods 
are easy to apply and can be used almost universally. 


The World Around Us 


MEDICINE, more than most other professions, has a 
tendency to foster among its followers a cult of profes- 
sional recluses. Many excuses have been given for this 
detachment from society: that doctors are too busy 
caring for the sick to allow time for recreation; that 
medicine is a jealous god which allows no deviation 
among its followers. The fact is that many of the great 
physicians of history have excelled in other fields as 
well as in medicine, without noticeable detriment to 
their profession. 

In his presidential address delivered before the Cen- 
tral Surgical Association, Leon J. Leahy described a 
few avocations of physicians. Some men were more 
famous for their other interests than for medicine, but 
most continued to be active practitioners. Leonardo 
DaVinci was known by some as the greatest physician 
of the fifteenth century, but found time to paint the 
Mona Lisa and The Last Supper. Linnaeus, a doctor in 
Stockholm, became known also as the Father of Scien- 
tific Botany. Darwin studied medicine, became a noted 
naturalist, poet, and author of The Origin of Species. 
Toscanelli was a prominent medical practitioner, but 
also directed Columbus in his search for the New 
World. McCormick and Cook, both doctors, accom- 
panied Captain Ross on the first British expedition to 
the Antarctic in 1839. Tobias Smollett, Francis Brett 
Young and Sir Arthur Conan Doyle, all noted authors, 
were also physicians. Thomas English, John Brown 


and Anton Chekhov all studied medicine. Keats, Gold- 
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smith and Coleridge were physicians. Harvey Cushin: 
won the Pulitzer Prize for his Life of Sir William Osler. 
These and many other authors, poets and musicians 
were listed by Leahy among the noted historical me: 
of medicine. 

In these modern times, when the practice of medi- 
cine is under closer scrutiny by the laity than ever 
before, we cannot afford to draw within a self-made 
shell, but must cultivate anew an interest in literature, 
politics, and above all in our fellow men. 


The Origin of Cancer 


Otro WarsurG, eminent German physiologist, has 
provided an explanation for the pathogenesis of cancer 
based on studies of cellular energy production. As pub- 
lished in Science for February 24, 1956, his story of the 
origin of cancer cells begins with a brief discussion of 
two energy-producing reactions—respiration and fer- 
mentation. Both reactions have the same purpose— 
synthesis of adenosine triphosphate through which 
energy is made available for life. However, cellular 
respiration entails rather direct utilization of oxygen 
and can be measured by oxygen consumption, whereas 
fermentation is measured by the formation of lactic 
acid in the absence of oxygen. An understanding of 
the chemical nature of these two mechanisms is not 
essential to the discussion of their place in carcino- 
genesis. 

Normal cells and cancer cells differ physiologically 
in One important respect. Normal cells derive almost 
all energy by respiration. As an example, Warburg 
notes that the liver and kidney of an adult animal ob- 
tain about 100 times as much energy from respiration 
as from fermentation. On the other hand, cancer cells 
derive energy equally by each mechanism. 

According to Warburg, the first phase in the evolu- 
tion of cancer entails an injury to the mechanism of 
cellular respiration. This can happen when cells are 
deprived of oxygen. Clinically, for example, irritations 
of skin or mucous membranes, plugging of excretory 
ducts, and cirrhoses of tissues, all can cause intermit- 
tent circulatory disturbances that result in intermit- 
tent oxygen deficiency. A similar effect is obtained 
if the cells are exposed to respiratory “poisons” 
(agents that inhibit oxidative processes even though 
abundant oxygen is available). Some of the agents 
known to physiologists as respiratory “‘poisons” are 
equally well known as carcinogenic agents, including 
arsenious acid, hydrogen sulfide and its derivatives, 
and x-rays. 

For the provocation of cancer, the damage to cell 
respiration must be intermediate between that sufli- 
cient to cause death of cells and that insufficient to 
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cause irreversible change in cellular mechanisms. As 
Warburg explains, the factor of irreversibility is essen- 
tial. The cells must be so affected in function and 
structure that succeeding generations of cells show the 
same inhibition of respiration. 

The second phase in evolution of cancer begins as 
the altered cells show an increase in fermentation ac- 
tivity to compensate for the lack of energy from respi- 
ration. Fermentation is a normal feature of embryonal 
cells. Thus, in one sense, the development of cancer 
entails a gradual reversion to the characteristics of de- 
differentiated embryonal cells. This phase takes time 
—is not completed until there have been many cell 
divisions. It is a process of survival of fittest cells— 
those in each cell generation that have acquired great- 
est powers of fermentation. Here lies the explanation 
of the latent period of cancer. When the cell “respira- 
tory failure” is fully compensated for by fermentation, 
the latent period is over. Cancer exists. 

Up to this point, the discussion of Warburg’s views 
has been concerned mainly with cell function. Yet, a 
change in cell structure has been strongly implied. As 
he shows, cell respiration is related mainly to the 
mitochondrial elements of cells, that is, to the struc- 
ture. Fermentation, on the other hand, is related to 
the fluid protoplasm. Thus, cells that function largely 
by fermentation have less structure. They are dediffer- 
entiated. 

If it does nothing more, Professor Warburg’s essay 
provides a unified concept of carcinogenesis. As he 
puts it, “Just as there are many remote causes of 
plague—heat, insects, rats—but only one common 
cause, the plague bacillus, there are a great many re- 
mote causes of cancer—tar, rays, arsenic, pressure, 
urethane—but there is only one common cause into 
which all other causes of cancer merge, the irreversible 
injuring of respiration.” 

The essay also provides a basic understanding of 
the workings of some forms of cancer therapy. For ex- 
ample, x-rays are known to damage the mechanisms of 
cellular respiration. When x-ray therapy is employed, 
cancer cells (already having a reduced respiratory ca- 
pacity) suffer a further reduction in respiration below 
a level at which fermentation can compensate. Accord- 
ingly they die. Surrounding normal cells, although 
they too are subjected to the x-rays, recover from the 
respiration-inhibiting influences because their total 
respiratory capacity had been larger to start with. 

Here then is an explanation of a seeming paradox 
—how the very agents that can cause cancer can also 
control cancer. Indeed, Warburg warns, while these 
agents are killing cancer cells by harming an already 
harmed respiration, they are providing the conditions 
tiecessary for re-creation of cancer. 
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e ACROSS THE EDITOR'S DESK 


How to Provide Money for Medical Teachers 


A NEWS NOTE IN Science for February 17, 1956, tells of 
an ingenious plan for increasing the supply of high 
school science teachers by assuring them of better in- 
comes. The plan was devised by Arthur D. Little, Inc., 
Cambridge, Mass., in conjunction with the Lexington 
(Mass.) School Committee. Science described it as fol- 
lows: 

“Under the ‘Lexington Plan,’ ADL will find two 
new graduates with bachelor’s degrees in chemistry, 
physics, biology, or mathematics (fields in which the 
company is interested) who will be given 3-year con- 
tracts to fill one science teacher’s position in the Lex- 
ington High School. 

**At the end of the contract they will be qualified for 
full-time teaching, and consequently, will not be hired 
on a full-time basis by ADL. If the two candidates need 
education courses to qualify for teaching, the Arthur 
D. Little Foundation will provide scholarships for such 
work during the first summer. 

“One of the pair will teach during the first semester, 
and the other during the second semester. Each of 
them will work at ADL in their respective fields for the 
rest of the calendar year. Since the Lexington school 
system will pay the two teachers for their work at the 
usual rate for those with such qualifications and the 
company will apply its customary salary scale, the total 
annual income will be considerably above that possible 
for beginning teachers. At the end of 3 years, these 
teachers will have enough training to enable them to 
work every summer at ADL or some other company 
while teaching full time, and so they will always be able 
to earn a higher rate than they could by teaching 
alone.” 

There is no reason that a similar plan could not be 
worked out for the benefit of medical schools. Science 
teachers—especially basic science teachers—are in 
short supply there too. The reasons for the shortage 
are similar to those prevailing in high schools. Medical 
graduates face the hard economic fact that full-time 
teachers in the lower faculty levels of medical schools 
make less money than men practicing medicine. 

There are private clinics, private laboratories, phar- 
maceutical firms, industries and other agencies that 
employ physicians full-time at considerably higher 
rates of pay than medical schools can afford. It would 
appear feasible for such agencies and the medical 
schools to join forces in the application of the ADL- 
Lexington method. 
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O Adolescence, O Adolescence, 

I wince before thine incandescence. 

Thy constitution young and hearty 

Is too much for this aged party. 

Thou standest with loafer-flattened feet 

Where bras and funny }. zpers meet. 

When anxious elders swarm about 

Crying “‘ Where are you going ?”” - 
thou answerest “Out,” 

Leaving thy parents swamped in debts 

For bubble gum and cigarettes. 


Thou spurnest in no uncertain tone 
The sirloin for the ice-cream cone; 
Not milk, but cola, is thy potion; 
Thou wearest earrings in the ocean, 
Blue jeans at dinner, or maybe shorts, 
And lipstick on the tennis courts. 


Forever thou whisperest, two by two, 

Of who is madly in love with who. 

The car thou needest every day, 

Let hub caps scatter where they may. 
For it would start unfriendly talk 

If friends should chance to see thee walk. 


Friends! Heavens, how they come and go! 
Best pal today, tomorrow foe, 

Since to distinguish thou dost fail 

Twixt confidante and tattletale, 

And blanchest to find the beach at noon 
With sacred midnight secrets strewn. 


Strewn! All is lost and nothing found. 
Lord, how thou leavest things around! 
Sweaters and rackets in the stable, 
And purse upon the drugstore table, 
And cameras rusting in the rain, 
And Daddy's patience down the drain. 


Ah well, I must not carp and cavil, 

I'll chew the spinach, spit out the gravel, 
Remembering how my heart has leapt 

At times when me thou didst accept. 

Still, I'd like to be present, I must confess, 
When thine own adolescents adolesce. 





Adolescence is a time of extraordinary growth. O:: 
the emotional side, a number of familiar influences 
come to bear. Some of them tend to create family 
uneasiness. As a counselor, the family physician has 
the opportunity to reduce that uneasiness. One strat- 
egy for enlarging his role as counselor is by means 
of the periodic health examination. Properly used, 
that method brings families to the doctor at a time 


when they are ready to listen. 


Emotional Problems 
of Adolescents 


BY HUGH H. HUSSEY, M.D. 


Professor of Preventive Medicine, 
Georgetown University School of Medicine, 
and Medical Editor, GP 

Washington, D. C. 


AT THE VERY OUTSET, let it be understood that there is 
nothing authoritative in this essay. Nor does it attempt 
to answer specific questions that may worry physicians 
who take care of families having teen-age members. 
Rather, it is an attempt to provide such physicians 
with a method—an approach that may enable them to 
discover the answers for themselves. To do this, it 
seems desirable to begin with a poem (at the left). 

The poem’s by Ogden Nash of course and it’s called 
"Tarkington, Thou Should’st Be Living in This Hour” 
from his volume of poems, Parents Keep Out. Like all of 
Ogden Nash’s poems, this one is amusing, but it also 
expresses keenly much of the difficulty that comes with 
adolescence, and the changes that are taking place at 
that time. 

It shows the adult attitude—the adolescent is still a 
child; and the adolescent’s attitude (quite opposite)— 
he is an adult. It holds the adult’s desire to control the 
youngster, and the adolescent’s rebellion, his striving 
for independence, manifested by restlessness and a full 
capacity for very strenuous living. 

It shows adult misinterpretations—misinterpreta- 
tions that arise because the adult bases his impressions 
on his own experience during adolescence, and that’s 
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bad, partly because he has forgotten what it was like to 
be an adolescent and partly because times have 
changed. 

It shows the adolescent losing touch with his parents 
and the parental joy when that touch is regained. And 
this in turn implies that the adolescent has little in- 
sight into his parents’ problems. 

The poem ends on the optimistic note that adoles- 
cence does after all lead to adulthood, and the problem 
ends, but then, of course, the cycle is repeated. In 
sum, this poem represents that adolescence is a time of 
change, a time when relationships are strained be- 
tween children and adults (particularly their parents). 

What’s the doctor’s job in all this? It’s his job to try 
to keep balance between the adolescent and the par- 
ents. In this regard the family physician is especially 
suited for the role of counselor, mediator and ambas- 
sador. Since he knows the whole family, he can have 
the best steadying influence. 

Most of the time the family physician has to swing 
his weight in favor of the youngster in order to keep 
the balance (Figure 1), but there are times indeed 
when, by some device, the youngster has the parents 
pretty much up in the air (Figure 2). Then the phy- 
sician may have to use extraordinary means to get 
them down again. 

The family physician may recognize that the ado- 
lescent’s difficulties during this phase of life have had 
their origin in childhood. Adolescence simply brings 
the difficulties into the foreground, somewhat as shown 
in Figure 3. The doctor knows he can’t turn the clock 
back in order to unfetter the child in his earlier time 
of life, to prevent the developments that subsequently 
are objectionable to the parents. Still it is not too late 
sometimes for some changes to be made. Moreover, 
having observed this situation in one child, the physi- 
cian may apply the experience—the knowledge he has 
gained—in order to prevent such experiences in an- 
other family. 


Emotional Growth in Adolescence 


There are four principal influences upon emotional 
growth during adolescence. These are first, a balance 
between the need for security and protection in the 
home, on the one hand, and the need for independence 
and emancipation from the home on the other hand. 
The second and third influences on emotional change 
can be placed together; these are intellectual growth 
and physical growth. The fourth influence is the sex 
drive. 

Security us. Emancipation. The child does still need 
some security and protection in the home if for no 
other reason than to retain a sense of family loyalty. 


GP May 1956 


That’s important. It is from this sense of family loyalty 
that our present civilization has derived. At the same 
time the youngster needs, more than ever before in 
life, an opportunity for self-expression, an opportunity 
for independence, an opportunity to make his own 
decisions. He has difficulties principally because, often 
enough, he sees his parents as quite out of date, and 
that can be the parents’ fault, of course. 

A good example concerns a woman who had three 
teen-age daughters—a rough situation. At the time 
these girls were teen-agers, the pattern of a spring 
weekend at high school went something like this: 
There might be a Saturday-night dance at the school. 
Afterward a group might go for something to eat and 
drink at a nearby “Hot Shoppe”—a perfectly proper 
place that sells nothing alcoholic. After this, there was 
nothing they liked better than to use a few family cars 
for a drive from Washington, D.C., to Ocean City, 
Maryland. Now that is a good 44-hour drive from 
Washington, but that was just right. They would get 
to the ocean in time to see the sun come up, and the 
swimming was fine at that early hour. 

This kind of program was somehow disturbing to the 


.parents, among them the woman with the three teen- 


age daughters. She worried about what was going to 
happen. What about this staying up so late and driving 
so far—just a group of youngsters? She talked it over 
with a couple of her friends, and then the adults held a 
conference with the group of youngsters. The parents 
proposed that it would be nice sometime if they might 
go along on one of the trips. Not altogether surpris- 
ingly, the youngsters thought that was a good idea. 
(Probably they were thinking in terms of somebody 
sharing the expenses.) In any event, several of the par- 
ents went along on the next jaunt, and it worked out 
very nicely. It didn’t rain, and they did get to the 
beach in time to swim while the sun was coming up. 
Everybody had a fine time, but the parents got awfully 
tired. 

That was a valuable experience for the youngsters 
and the parents. First of all, the parents made the 
youngsters feel good by participating and showing in- 
terest in something the youngsters themselves had 
planned. (The parents didn’t make the plans; they 
asked permission to go along.) Moreover it reassured 
the parents that nothing very drastic happened (ex- 
cept the fatigue), and that was a good experience for 
the parents. It taught them that after all their children 
were self-reliant and could make that trip and swim 
without drowning or getting into other trouble. 

Now to consider the parents’ side of this same prob- 
lem: They too need emancipation from their young- 
sters. Still they want to keep some ties—again, for that 
sense of family loyalty. The trouble is that they readily 
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Figure 1. Usually the physician must swing his weight in favor of 
the youngster in order to keep family “balance.” 














Figure 2. Occasionally the youngster has his parents in the air. Then 
the family doctor may need something like the crowbar he’s carrying. 


develop a feeling that the country is surely going to the 
dogs. But that’s nothing new. Their parents felt the 
same way about them. 

Physwal and Intellectual Growths. These are the sec- 
ond and third influences on emotional development. In 
this connection, the youngster measures his growth bv 
what seems to be an unnecessarily strict comparison of 
his achievements with those of his agemates. This 
measurement of achievements is an index of success 
and recognition at this time of life and a strong in- 
fluence upon choice of vocation. 

Of course, the standards of measurement change 
from time to time. Everybody ought to know that, but 
sometimes adults forget that achievements are evalu- 
ated differently today than they were 20 or 30 years 
ago. A good example, on the physical side, is the mat- 
ter of bosom consciousness. Back in the 1920's, a 
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woman was supposed not to look like a woman bu 

like a John Held, Jr. drawing of a flapper. That wa, 
a creature who by choice was perfectly flat chested. 
The bras of those days, far from accentuating the fem- 
inine contour, were binding influences. But times hay < 
changed; the standards are different. Such change can 
be troublesome if parents don’t recognize that a change 
has taken place. There has also been some change in 
the intellectual standards for measurement—a gradual 
trend toward a more materialistic, a more practical 
measurement of intellectual achievements. Perhaps that 
is part of our technologic growth. 

The Sex Drive. In this fourth influence, there is in- 
deed need for an acceptable adjustment. This influence 
has always had manifestations that are quite acceptable, 
especially to parents. Boys and girls alike become 
cleaner and more mannerly during adolescence, partly 
because of the sex drive. There are also unacceptable 
manifestations, but they do not need emphasis here. 


The Physician As Counselor 


In his role as family counselor, the physician should 
try to bend these influences to the advantage of all the 
family—this with the hope that emotional maturity 
will come quickly for the adolescent. His attitude nec- 
essarily is something like that of an Army Chaplain 
who kept a placard on his desk. It said, “If you have 
troubles, bring them to me. If you have none, please 
come and tell me how you do it.” 

The physician’s strategy for filling the role of coun- 
selor can be based on the periodic health check-up. 
Properly used, this mechanism has extraordinary pres- 
tige with patients. Unfortunately some doctors don’t 
take full advantage of the periodic examination and 
don’t get full benefit from it. No special qualities are 
needed to get full advantage—only an awareness of the 
usefulness of the method, the time, and an ability to 
handle people (something most family physicians 
have). 

The approach might be made with the parents: they 
need a periodic examination whether or not they have 
adolescent children. If they do have children, it is 
reasonable to include in the check-up some questions 
about the children. The doctor wants to know about 
their growth, how they sleep, their nutrition, progress 
in school, interests outside of school, evidences of ma- 
turity in various spheres, sex education, and so forth. 

In regard to sex education, sometimes a revealing 
answer is obtained. When a mother is asked, “How 
much information has been given to your youngster 
about sexual matters?”, there may be this kind of 
answer, “Oh, I don’t know, the usual thing. I guess 
they teach them a lot about that in school.”’ That kind 
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of answer implies two things. First, the mother hasn’t 
personally told the youngster much about sex, and 
second, she may not be showing a proper interest in 
what is being taught in school. She may not be par- 
ticipating in the child’s life outside of the home. Other- 
wise she should know more about it. 

From the replies to these and other questions, the 
physician forms some opinion about how the parents 
are handling their adolescent youngsters, and he can 
decide promptly how to question and counsel the 
youngsters themselves if he has a chance to see them. 
Also he can watch for certain danger signs in the par- 
ents—a sense of rigidity, undue anxiety, and lack of 
interest or participation in what the child is doing out- 
side of the home. He can also watch for bad interper- 
sonal relationships among the adult members of the 
family, and on this basis he may choose to give some 
counsel to the family. 

When the physician has the opportunity to examine 
an adolescent, he should appraise growth in all spheres 
—physical, intellectual and emotional. To some extent 
this requires that the adolescent shall be influenced to 
talk. Sometimes that’s a hard job and takes more than 
one visit. But often enough he is willing to talk about 
his achievements or his aspirations, and that’s a good 
way to get started. 

All the examining and questioning should be con- 
ducted with an attitude of encouragement. That’s 
important for the adolescent. Anyone who can remem- 
ber his own adolescence will agree that nothing was 
better for him than to feel encouraged. Meanwhile the 
doctor can be watching for danger signs in the adoles- 
cent—quarrelsomeness, nonorganic complaints, tan- 
trums, detachment, or school failure or threat of it. 

On the basis of what he has learned, the physician 
may take a crack then at counseling the adolescent. 
Before he does, he needs to be convinced of one thing: 
consultations are important. A family doctor cannot 
operate as a lone star in the management of adolescent 
problems. Of course he has to consult with the par- 
ents. More important than that, when things need 
fixing, he has to consult with other groups of people, 
particularly with school teachers and with people at 
the church the child attends. 


Objectives and Methods of Counseling 


In counseling an adolescent, the physician uses 
encouraging realism to teach self-acceptance. He 
wants the youngster to learn that there are all kinds of 
people (a hard thing to learn). He wants also, most of 
all, to give the youngster some insight into how his 
parents are thinking: the parents’ point of view may 


lave escaped the youngster’s attention. 
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All this applies nicely to the adolescent who is hav- 
ing minor emotional growing pains. Does it apply to 
the truly problem adolescent—the one who is in 
trouble because of thievery, vandalism or other evi- 
dence that he has completely lost touch with some part 
of the adult society around him? 

One rough aspect of this kind of problem is that 
often enough the parents will have made up their 
minds what to do before they ever talk it over with the 
family doctor. There is the parent who comes in and 
says, ““We’ve been having trouble with our boy. He 
just will not respond to discipline. We have decided to 
put him in a military school. Don’t you think that’s a 
good idea, Doctor?” 

Obviously, the parent’s mind is made up. If the 
doctor opposes and it doesn’t work out well, he’s lost 
face. What is he to do? 

Fortunately, once in a while things work out all 
right. The youngster is put into a military school and 
soon gets better, not because he is undergoing a more 
rigid discipline, but because he has gotten away from 
his mother or father or both. However, that is not 
to recommend military school as a solution, but to 
point out that a parent’s preconceived notions make 
the doctor’s task harder. 

After he has learned all he can from parents and 
child in this kind of case, the doctor needs especially 
to talk with school personnel. He may learn more there 
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Figure 3. Adolescent difficulties often have their origins in earlier 
life. Although a doctor can’t turn the clock back, and unfetter yester- 
day’s child, this knowledge of origins may nevertheless be useful. 
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than he does talking to the youngster or to the par- 
ents. In any event he must then decide promptly (1) 
that he can safely try counseling parents and youngster, 
or (2) that he is out of his depth and needs the help of 
someone who is especially adept at handling these 
really tricky problems. Promptness of referral is indeed 
important, because a psychiatrist, for example, has a 
much better chance of success when he is consulted 
early. 

The objectives and methods of counseling are 
clearly discussed and nicely pictured in companion 
articles on psychotherapy by Dr. Ian Stevenson that 
appeared in GP for December, 1952, and January, 
1953. 


Summary and Conclusion 


The family physician has an opportunity to serv< 
as a counselor to all members of the family, and par- 
ticularly to adolescent youngsters. His best strateg, 
for developing this role is by means of a periodic 
health examination. His method of counseling adoles- 
cents is common sense; he applies those things that 
have been helpful to him in handling other people well. 
And if he has been successful in handling other people, 
he will handle adolescents well, because they are 
people too. 


Illustrations courtesy of New York State J. Men. 





WHAT OTHERS ARE SAYING... 


Distribution of Talent 


RECENT sTupiEs of the Soviet educational system indicate 
that great emphasis is placed on science and engineering. 
Students are carefully selected for progression to the next 
higher level; science and mathematics make up a sizable 
portion of elementary- and secondary-school curricula; a 
relatively large fraction of the educational effort at the 
collegiate level is directed toward the production of scien- 
tists and engineers. 

In contrast, schools in the United States give mathe- 
matics and science less emphasis at elementary and sec- 
ondary levels and are more permissive in allowing students 
to choose the fields in which they will specialize and to re- 
main in or drop out of school as they wish. 

The net result is that the annual number of graduates in 
science and engineering has become greater and is in- 
creasing more rapidly in the Soviet Union than in the 
United States. The implications for scientific, technologic, 
and military progress in the two countries have been much 
discussed. 

Most persons acquainted with the situation agree that 
the fraction of the nation’s talent devoted to scientific 
pursuits should be increased. There is no such great 
agreement on proper methods of achieving the desired 
increase. Few are the extremists who would abrogate the 
traditional freedom of individual choice, and few are the 
opposite extremists who would do nothing. Probably the 
range of choice of greatest concern is the extent to which 
the persuasive power of the Federal Government and the 


, 
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large foundations should be differentially used to increase 
the number of science students. 

When industrial production and military strength de- 
pend as greatly as they do on science and engineering, it 
would be easy indeed to be stampeded into adopting meas- 
ures designed to strengthen science at the expense of other 
areas of human endeavor. So far the temptation has been 
resisted; several important policy decisions have reflected 
a continuing belief in the desirability of maintaining maxi- 
mum freedom of individual choice at collegiate and higher 
levels. The student deferment policy of the Selective Service 
System uses quality, rather than field of interest, as the 
determining factor in deciding which students are qualified 
to remain in college or university. The Merit Scholarship 
Program begun this year under Ford Foundation auspices 
puts no restrictions on the fields in which scholarship win- 
ners can study. The staff of the National Science Founda- 
tion has spent many an hour in thoughtful discussion of 
whether it would be socially desirable to exercise the 
foundation’s authority to offer undergraduate scholarships 
in the sciences when similar offers are not available in other 
fields, and so far has not taken that step. 

Underlying all of these courses of action is the assump- 
tion that it is better to educate all young men and women 
of high ability than it is to pick out those who are inter- 
ested in a particular area. The record is far from perfect 
in achieving this ideal, for many persons of high ability 
do not continue their education to the level that would 
enable them—and society—to make the most of their tal- 
ents. In the long run it seems likely that science will profit 
at least as much from increasing the over-all number of 
students of high ability as it would from a more narrowly 
conceived effort, and that society as a whole will profit 
more.—D.W., Eprroriat, Science, 122:1125, 1955. 
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This endemic disease occasionally breaks out explosively 

in epidemics—usually as a result of contamination 

of water supply by sewerage. Diagnosis in sporadic cases depends 
upon identification of the parasite in stool specimens 

or detection by proctosigmoidoscopy of typical lesions. 

Barium study of the colon sometimes affords supportive evidence 
and serves the additional purpose of excluding concomitant disease. 
Treatment is best accomplished 











by combinations of most innocuous drugs. 


Amebiasis: Antibiotic Amebicides 


BY GORDON McHARDY, M.D. 


Department of Medicine, Louisiana State University School of Medicine 
and the Browne-McHardy Clinic 
New Orleans, Louisiana 


THE HISTORY of amebiasis, an inclusive term embracing 
all phases of parasitization of man by Endamoeba 
histolytica, is replete with discrepancy. Lambl, in 
1859, erroneously identified Trichomonas hominis as 
an ameba. Kartulis, in his diagnostic enthusiasm, re- 
ported, in 1886, the presence of amebae in each of 150 
dysenteric patients examined! Many believe that these 
two early workers have present-day adherents. 
Incidence. The national incidence of amebiasis has 
been estimated at an alarmingly high figure on the 
basis of repetition of historic but authoritative surveys, 
specialized studies on a restricted population segment, 
and inaccurate estimates from unqualified observers. 
Standardization of technical procedures and higher re- 
quirements for qualification of technicians may mini- 
mize these discrepancies. The national frequency may 
approximate 4 per cent. Replies to questionnaires sent 
to the membership of the American Gastroenterologi- 
cal Association and the American Association of Medi- 
cal Clinics, as well as to parasitologists of medical 
schools of the United States, coupled with publications 
from 1933 to 1953, yield an estimate of 3.7 per cent. 
This national average must be adjusted for various 
specific localities. For instance, in the southern coastal 
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states, the incidence is 7.5 per cent, whereas the four 
states bordering Mexico have an average frequency of 


5.8 per cent (Figure 1). 


EPIDEMIOLOGY 


Sporadic occurrence traceable to food handlers and 
insects (Figure 2a) is anticipated. The traveler to 
tropical areas, the soldier returning from foreign com- 
bat duty, and the migrant indigent may be dissemina- 
tors. 

Institutional epidemics (mental hospitals, orphanages, 
prisons) are probably the result of direct contact under 
poor hygienic conditions (Figure 2a). 

True epidemics most often result from sewerage con- 
tamination of water supply (Figure 2b and c). 


Influences on Pathogenicity 


1. Parasitic Virulence 
a. Strain size. The larger are considered to be more 
virulent. 
b. Racial differences. Epidemic organisms may gain 
virulence by repeated passage. 
c. Cytolysin potentiality may favor invasiveness. 
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Figure 1. Geographic incidence of ametiasis in the United States. 


2. Host-Parasite Relationship 
a. Nutritional state of patient (doubtful). 
b. Vulnerable surface as a result of trauma. 
c. Colonic stasis, permitting prolonged exposure. 
d. Magnitude of parasitization. 
e. Host resistance: 
(1) Immune body response. 
(2) Fibrin protection. 
3. Environment 
a. Bacterial flora may be nutritionally and in- 
vasively conducive to survival. 
b. Suspension media in colon may favor amebic 
growth. 
. Dietary factors may stimulate or inhibit growth. 


Etiology 


The etiologic agent is Endamoeba histolytica (Fig- 
ures 3a and 6). Tron-hematoxylin staining, although 


time-consuming, provides a permanent slide for ade- 
quate and prolonged study, often essential to differen- 
tiation from nonpathogenic amebae, which vary 


widely in size, contour, nuclear structure and content, 
cytoplasm and number of nuclei. 
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Diagnostic Aids 


The study of a specimen by the zinc sulfate centri- 
fugal flotation technique assists by concentration 
(Figure 4a). 

Lugol’s iodine solution (Figure 4b), or the stand- 
ardized iodine stain of D’Antoni, freshly prepared, 
proves to be most satisfactory and is a preliminary 
routine aid. 

Zinc sulfate centrifugal flotation technique: 

1. Suspend one part feces in ten parts lukewarm 

water. 

. Use gauze strain to obtain 10 ml. fecal suspension 
in tube. 

. Centrifuge fecal suspension 60 seconds (2,300 
rpm). 

. Repeat procedure about three or four times, or 
until supernatant fluid is clear. 

. When last supernatant fluid is poured off, add 33 
per cent solution of zinc sulfate and shake well to 
suspend. 

6. Centrifuge 60 seconds. 

7. Remove loops of flotations for stain and study. 

Rapid iron-hematoxylin staining modification of 
Suter and Vaughan provides a permanent record. 
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Figure 2a. Possible sources of contamination with Endamoeba 
histolytica. b. Congress Hotel, Chicago, where epidemic of amebiasis 
occurred in 1933. ¢. Singer Sewing Machine Company, South 
Bend, Ind., where epidemic of amebiasis occurred in 1953. 
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Figure 3a (top). The trophozoite of Endamoeba histolytica, on 
iron-hematoxylin staining, demonstrates a grayish-blue cytoplasm 
with jet black nuclear structure. The nuclear membrane is a deli- 
cate line, covered on its inner surface by a layer of minute, uniform 
chromatin granules. (Concentration crescentically is characteristic.) 
The endosome is minute, centrally located, and surrounded by an 
unstained halo with fine linin peripheral to the halo. b (immedi- 
ately above). Iron-hematoxylin stained cystic stages of Endamoeba 
histolytica reveal a spherical small body with characteristically four 
or less nuclei. There is a fine layer of chromatin on the nuclear 
membrane with a centrally located endosome. Chromatoid bodies 
have blunt, rounded tips. 


PROCTOSIGMOIDOSCOPY 


1. The initial ulcer (Figure 5a) is a minute erosion 
with surrounding erythema. Typically, it is shal- 
low, pinpoint, mounded, a grayish exudate filling 
the crater. 

2. Tissue lysis and secondary infection create irreg- 
ular undermined craters with shaggy necrotic 


edges and a purulent base (Figure 5b). 
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3. Advanced changes (Figure 5c) show larger ulcera- 
tion, with pseudopolypoid changes at the edges. 
Yet the mucosa between lesions remains essen- 
tially normal. 


ROENTGENOGRAPHY 


s wapidiccenarentan ~ 


Roentgenograms are essential for elimination of con- 
co:nitant disease (Figure 6). 
1. Tapering or coning of the cecum associated with 
narrowing and shortening (Figure 60). 
2. Irregular mucosal outline with ulceration (Figure 
6c). 
3. Filling defects suggestive of an amebic granuloma 
(Figure 6d). a 








Figure 4a. Zinc sulfate centrifugal flotation technic. b. Lugol’s Figure 5a. Early acute stage of amebic ulceration. b. Intermediate 
todine solution, stage of amebic ulceration. ¢. Advanced stage of amebic ulceration. 
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e. f. 


ea Figure 6. Artist’s depiction of: a. Normal roentgenogram. b. to 


| g. Roentgenographic changes associated with amebiasis. 





Figure 7. Technique of liver aspiration bv needle exploration. 
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4. Changes in the contour of the right leaf of the 
diaphragm (Figure 6e to g). 

Liver aspiration, by means of needle exploration 
(Figure 7) of the liver and subphrenic space, may re- 
veal formation of abscess, and occasionally isolation of 
Endamoeba histolytica may confirm the diagnosis. 

Complement-fixation procedures are valueless. Newer 
techniques give promise of more specific aid. 

Biopsy of the skin and sinus tract is indicated in ques- 
tionable pyogenic lesions. 

Response to therapy is a fairly specific measurement 
when extraintestinal and granulomatous manifesta- 
tions are favorably affected by emetine and chloro- 
quine. A presumptive estimate may be made on the 
basis of response of enteric manifestations to specific 
amebicides. 


Pathology 


Among 297 patients whose study included procto- 
sigmoidoscopy and barium enema, 41 per cent showed 
evidence of diffuse or generalized colonic involvement, 
whereas the percentage distribution of the other pa- 
tients by site of lesion is indicated in Figure 8. 

The relative frequency of different types of patho- 
logic change encountered during the same period of 
study was as follows: 


Ulceration alone........ dina “ee 
Granuloma and ulceration. . . 4.0% 
Associated ““hepatitis”........ 2.0% 
Hepatic abscess. ............ 1.0% 
Pleural complications........ 0.3% 

100.0% 


In three cases in which post-mortem examination 
showed death to be attributable to amebiasis, the 
causative element was: 


Massive colonic hemorrhage... ..... 1 

Inadvertent colectomy.............. | 

PII. Soe hwk coc cee eds 1 
Treatment 


The comprehensive management of amebiasis in- 
cludes supportive therapy, prophylactic measures, and 
proper administration of applicable amebicides. Pa- 
tient individualization dictates the specific needs. 
Intractability is rare; recurrence, although not infre- 
quent (approximately 10 per cent of cases), is easily 
managed. 

The uncomplicated case of amebiasis carries an ex- 
cellent prognosis. Complications, in direct relation to 
their severity, increase the morbidity and account for 
the fatalities. 
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Figure 8. Distribution of colonic involvement among 297 patients. 
* Twelve cases of amebic appendicitis were suspected during the same 


period. 


Amebicidal agents (Table 1) should probably be 
classified into two distinct groups: 
1. Those primarily applicable, and probably limited, 
to intestinal parasitization. 

a. Halogenated quinidine derivatives, i.e., Yatren 
(Chiniofon, Anayodin), Diodoquin and Vio- 
form. 

b. Arsenical preparations, such as Carbarsone 
(p-carbaminophenyl-arsonic acid), Milibis (bis- 
muth glycolylarsanilate), and the thioarsenites. 

c. Antibiotic agents, including oxytetracycline, 
Fumagillin and erythromycin. 

2. Those efficacious in deep tissue and extraintesti- 
nal amebic involvement. 

a. The aminoquinolines (chloroquine phosphate) 

b. The ipecac derivatives (emetine) 

c. Possibly erythromycin. 

Rationalization for Antibiotic Amebicides: 

1. Direct action (in vitro) (Table 2 and Figures 9a 
and b). 

2. Indirect action. 
a. Antibacterial influence 
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More Favorably Endorsed Amebicidal Agents 








Duration 
Daily therapy 
Dose (days) 
Diiodohydroxyquinoline (Diodoquin) 1.9 Gm. 10 
Halogenated Quinolines Yatren 1.0 Gm. 10 
Iodochlorhydroxyquin (Vioform) 3.0 Gm, 10 
Carbarsone 0.75 Gm. 10 
Arsenicals Glycobiarsol (Milibis) 1.5 Gm. 10 
Thiocarbarsone 0.3 Gm, 10 
Oxytetracycline (Terramycin) 2.0 Gm. 10 
Antibiotics Fumagillin (Fumidil) 60.0 mg. 10 
Erythromycin (Erythrocin stearate) 800.0 mg. 10 
Emetine (Intramuscular) 1.0 gr. 8-10 
2 
Chloroquine Phosphate (Aralen) 1.0 Gm. 
then 
0.5 Gm. 18 
Table 1. 


(1) Mucosal inflammatory reaction 
(2) Bacterial flora 
(3) Host resistance 
(4) Secondary infection 
b. Conditioning influence 
c. Possible symbiosis 
Disadvantages of Antibiotic Agents: 
1. Limited in efficacy to intestinal involvement. 
2. Inadequate dosage enhances amebic virulence. 
3. Side effects may include: 
a. Nausea 
b. Emesis 
c. Diarrhea 
d. Vertigo 
e. Dermatitis 
f. Vulvovaginitis 
g. Glossitis 
h. Stomatitis 
1. Pruritus ani 
j- Blood dyscrasia 
Least side effects have been encountered with 
erythromycin. 
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4. Inefficient drugs 

a. Chloramphenicol 

b. Penicillin 

c. Streptomycin 

d. Chlortetracycline 

e. Neomycin 
5. Monilial overgrowth 

Results of Therapy with Various Amelicides: 

All presently accepted amebicides are fairly specific 
agents, giving better curative rates than anticipated in 
many diseases. Since recurrences are recorded, rein- 
fection cannot be eliminated from consideration. 
Repetition of therapy is usually controlling or cura- 
tive. See results of therapy, Table 3. 

Chloroquine and emetine, used concomitantly, are 
advocated for extraintestinal amebiasis and its com- 
plications. 

The management of intestinal amebiasis remains a 
separate problem from the management of the extra- 
intestinal involvement. 

Certain disadvantages exist for the chemotherapeu- 
tic drugs. Emetine has neurotoxic and myocardiotoxic 
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In Vitro Effects of Certain Antibiotics on Cultures of Endamoeba Histolytica. 











pp i es Strains of E. Histolytica 
Tube No. Medium OHr. OHr. 24Hr. 48Hr. OHr. 24Hr. 48Hr. 
Oxytetracycline ; F-22 a 200 ~ 
i ec aeetcds. 0.55 4+ 4+ 0 0 44+ 0 0 
» EY TY eee 0.275 4+ 4+ 0 0 4+ 1+ 0 
Ben Peas 4k 0.137 4+ 4+ 1+ 1+ 4+ 3+ 1+ 
Bee it 286 0.068 4+ 4+ 4+ 3+ 4+ 4+ 4 
Control... .. 0. 4+ 4+ 4+ 4+ 4+ 4+ 4+ 
Chlortetracycline — + F-22 ~ r 103 — 
Be Scshuwie 0.059 4+ 4+ 0 0 4+ 0 0 
Bikes reves 0.029 4+ 4+ 2+ 2+ 4+ jE 0 
Bee te Btls 0.014 4+ 4+ 4+ 4+ 4+ 2+ 2+ 
Control 0 4+ 4+ 4+ 4+ 44+ 4+ 4+ 
Chloramphenicol r F-22 ~ + 103 
Der iveyet 0.74 4+ 4+ i+ 0 44+ 0 0 
Be oh eae a 0.37 4+ 4+ 3+ Oe 4+ 2+ 0 
oa: Kate Se tog 0.18 4+ 4+ 4+ 1+ 4+ 4+ 3+ 
Bax oe 0.09 4+ 4+ 4+ 2+ 4+ 4+ 3+ 
Fas; cishicecea. 0.04 4+ 4+ 4+ 3+ 4+ 4+ 4+ 
Control, .... 0 4+ 4+ 4+ 4+ 4+ 4+ 4+ 
Carbomycin — 200 ae ¢ K-14- ~ 
| RRS ite Pe 10. 4+ 4+ 0 0 4+ 0 0 
B5 SEA yew 5. 4+ 4+ 0 0 4+ 0 0 
A peso) Cotes 2.5 4+ 4+ 0 0 4+ 1+ 0 
eR i Res 1,25 4+ 4+ 1+ 1+ 4+ 2+ 3+ 
Bigis on de 0.1625 4+ 4+ 4+ 4+ 4+ 4+ 4+ 
Control... .. 0 4+ 44 4+ 4+ 4+ 4+ 4+ 
Fumagillin ——- — 200 ——— K-l4 
Bre ea oe 1.25 4+ 0 4+ 0 0 4+ 3+ 1+ 
| RENE BREE 0.625 4+ 0 4+ 0 0 4+ 3+ 1+ 
Ban ko cas 0.312 4+ 0 4+ 0 0 4+ 3+ 1+ 
Sta hs SP e- 0.156 4+ 0 4+ 1+ 0 4+ 3+ 1+ 
vie \ 5 tke 0.078 4+ 0 4+ 2+ 0 4+ 4+ 1+ 
Cy ete 0.039 4+ 0 4+ 3+ 0 4+ 4+ it 
Control 0 4+ 3+ 4+ 4+ 3+ 4+ 4+ 3+ 





















































Table 2. 


potentiality. Because the side effects of chloroquine 


(From McHardy and Frye, JAMA, 154: 649, Feb. 20, 1954) 


Yatren (Chiniofon, Anayodin) is frequently re- 
sistant to enteric dissolution and may cause diarrhea. 








are relatively insignificant, its use is endorsed. 

All arsenicals have the potentiality of heavy metal 
reaction. The possibility of side effects from iodine 
content is high in Diodoquin and Vioform. 

Win. 5047 contains neither arsenic nor iodide and 
has proved to be entirely free from side effects. 
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Conclusions 


1. No one drug is always a successful and complete 


amebicide. 
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Figure 9. Direct action Fumidil at concentration 1:100,000,000. 
a. Unstained control of Endamoeba histolytica motile trophozoite 
(940x). b. Similar specimen 16 hours after Fumidil was added. 
Note how amebae have disintegrated (940x). 


2. Combinations of therapeutic agents, employed 
concomitantly or alternately, may, by synergism, be 
more effective, especially when dual or triple action is 
thereby achieved, e.g., chloroquine-erythromycin- 
Fumagillin-Diodoquin. 

3. The most innocuous combination of drugs is en- 
dorsed. 
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1945  Anayodin 
Carbarsone 
Diodogui 
1950  Milibis 
1951 Balarsen 
B. Antibiotic Agents 
1952 Fumagillin 
Neomycin 
Oxytetracycline 
1953 _— Bacitracin 
Chloramphenicol 
Chlortetracycline 
Fumagillin 
Neomycin 
Il, Present Survey 
A. Chemotherapeutic Agents 
Win, 5047 Mantomide 
Ro 2-1160 
B. Antibiotic Agents 
Carbomycin 
Erythromycin 
Fumagillin (VII) 


C. Combined Therapy 


Erythromycin and Win. 5047 
Fumagillin and Erythromycin 
Fumagillin and Win. 5047 





Table 3. 




























Candida infections of the vagina are a constant problem 

in practice. The laboratory confirmation of this diagnosis 

has been difficult and time-consuming. 

However, Nickerson’s Medium, on which Candida organisms 
produce characteristic colonies, has now become available 

for clinical use. The application of a simple office technique 
employing this culture medium has made it possible to confirm 
the diagnosis rapidly in a high percentage of cases. 


A Simple, Rapid Procedure for Detection of Candida 


BY ARTHUR D. HENGERER, M.D. AND SCOTT V. COVERT, PH.D. 


Albany Medical College 
Albany, New York 


UNTIL RECENTLY, there has been a need for a method of 
confirming a clinical diagnosis of monilial vaginitis, one 
that could be made simply, accurately and within a 
reasonable time by the physician in his office. The 
examination of wet smears in the office is often unpro- 
ductive, and the use of diagnostic laboratories is time- 
consuming and expensive. 

With the advent of the broad-spectrum antibiotics, 
this type of vaginitis has become more common. Some- 
times the clinical symptoms of this condition are so 
acute that the patient will consult the physician at once 
for emergency treatment. In order to start adequate 
therapy with a minimum of delay, a simple method of 
confirming the nature of the causative agent becomes 
imperative. 


Nickerson’s Medium 


A culture medium on which members of the genus 
Candida produce characteristic colonies, has now be- 
come available for clinical use. This medium is known 
as Nickerson’s Medium and has been employed by us 
for the rapid diagnosis of Candida infections of the 
vagina. The active component in this medium is a com- 
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plex polybismuth sulfite which is reduced by members 
of the genus Candida to such an extent that the growth 
of the colony results in a color from brown to jet black, 
depending upon the species involved (Figure 1). This 
medium does not support the growth of bacteria. 


Method of Culture 


Nickerson’s Medium, furnished as slants in small 
screw-top glass vials, is inoculated by stroking the 
surface with the sterile swab used to obtain the speci- 
men. After inoculation, the cap is replaced loosely so 
as to insure aerobiosis. The vial.is then incubated at 
room temperature for one to five days. At the end 
of this period, the cultures are read by the physician 
or the office nurse. Those interpreted as positive are 
used as the sources. of inocula by the laboratory for 
more complete identification. 


Results 


Specimens were cultured from 217 patients having 
clinical signs of infectious vaginitis. In 90 instances, 
the office personnel interpreted the resulting cultures 





GP Volume XIII, Number 5 











as positive for the Candida group. The laboratory 
confirmed 69 of these as some members of the genus 
Candida. Of the remaining 21 cultures, nine contained 
colonies of yeasts associated with filamentous fungi. 
These yeasts could not be obtained in pure culture for 
identification. The remaining cultures were yeast 
organisms not conforming with the criteria for the 
genus Candida. 

Office therapy was instituted on the patients diag- 
nosed by Nickerson’s Medium as positive for Candida. 
Of 20 patients returning for further examination, 11 
had negative cultures and nine were positive for the 
organism present in the first culture. Follow-up cul- 
tures were not obtained on the remainder of the group 
because the patients did not return. It was believed, 
therefore, that the condition had responded to therapy. 

In the group in which Candida cultures were not 
obtained, 29 proved to have infections with Tricho- 
monas. The remainder were diagnosed variously as 
senile vaginitis, chronic cervicitis, allergic vaginitis or 
pruritus vulvae of unknown origin. 


Discussion 


All the patients in the group under investigation had 
symptoms of vaginitis, characterized by itching, burn- 
ing and discharge. Nickerson’s Medium cultures were 
made of the discharge from each, but control cultures 
on a standard laboratory medium were not obtained. 
Hence, a comparison of the number of positive Candida 
cultures obtained by use of Nickerson’s Medium and 
usual laboratory methods was not possible. However, 
this is believed not to be a serious omission since, in 
the ordinary course of events, routine cultures are not 
made in the case of office patients. If reliable results 
can be obtained with relative ease by employing Nick- 
erson’s Medium, then a valuable adjunct to diagnosis 
is available to the physician in his office. The number 
of favorable responses after the organism had been 
identified and therapy instituted bears out the reliabil- 
ity of this method. 

As experience was gained in the use and interpreta- 
tion of the medium, it was found that time of reading 
and the proper capping of the vials after inoculation 
may influence the number of positive cultures ob- 
tained. Slow growth was believed to be the result of 
capping the vials too tightly. Careful attention was there- 
fore paid to the replacement of the caps. With the 
institution of these precautions, it was found that, in- 
cubation at room temperature, up to five days, with 
caps placed Loosely on vials, invariably resulted in visible 
growth in cases clinically suggestive of candidiasis. 

While Candida albicans was the most frequent cause 
of vaginal candidiasis, it soon became apparent that 
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other species of the genus Candida were also impli- 
cated. Indeed, yeasts other than Candida appeared 
capable of producing vaginitis. The disappearance of 
the organisms and alleviation of symptoms upon appli- 
cation of therapy seemed to bear this out. In fact, 
Bernstine and Rakoff found the relative incidence in a 
large number of cases of mycotic vulvovaginitis to be as 
follows : 


Candida 89.5 per cent 
Cryptococcus 5.4 per cent 
Endomyces 3.2 per cent 
Saccharomyces 1.7 per cent 


It is concluded that in vaginitis thought to be caused 
by a member of the genus Candida, it is possible to 
confirm the diagnosis in a very high percentage of 
cases by the use of Nickerson’s Medium. As experience 
is gained in interpreting the cultural growth on the 
medium, it offers a simple, rapid and accurate diag- 
nostic aid. Specific therapy may therefore be admin- 
istered with minimum loss of time. 





Figure 1. Appearance of colonial growth of members of the genus 
Candida on Nickerson’s Medium. 
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Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


THERE ARE various lesions that may appear in the chest 
roentgenogram as a smoothly rounded mass in the left 
hilus. This roentgenographic characteristic is especial- 
ly interesting because a number of pathologically dis- 
similar lesions may present this appearance with no 
distinguishing characteristics. The commoner lesions 
include dilatation or aneurysm of the pulmonary ar- 
tery, aortic aneurysm, dermoid, thymoma, pleuroperi- 
cardial cyst, carcinoma of a left hilar bronchus, and 
hilar lymphadenopathy. 

Often a correct differentiation cannot be made from 
the posteroanterior and lateral chest roentgenograms. 
In fact, using all the roentgenologic techniques avail- 
able, the radiologist can often only differentiate these 
lesions into two groups: the vascular and the nonvas- 
cular lesions. This is especially true of fluoroscopy. 
For that reason we have based this study not on spe- 
cific anatomic or histopathologic diagnoses, but rather 
on the differentiation of tumors from aneurysms and 
other vascular abnormalities. It is important to differ- 
entiate these two categories because of the differences 
in the therapy used for each. This is particularly evi- 
dent when it is considered that.two such dissimilar 
lesions as bronchogenic carcinoma and aneurysmal di- 
latation of the pulmonary artery may appear quite simi- 
lar on the chest roentgenogram. 
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The diagnostic workups of 29 patients with smooth 
left hilar masses were reviewed. Fluoroscopy distinguished 
vascular from nonvascular lesions in only 41 per cent of the cases, 
while stereoscopic and lateral chest roentgenograms were useful 
in only 55 per cent. Angiocardwgraphy made this differentiation 
with accuracy in 100 per cent of the patients. 

When the posteroanterior and lateral chest roentgenograms 
establish the presence of a hilar mass that cannot be separated 
from the great vessels, it is logical to proceed immediately 


with angwcardwgraphy. 


Roentgenologic Interpretation of the Smooth Left Hilar Mass 


BY ROBERT L. TUCKER, M.D. AND ANDRE J. BRUWER, M.D. 





Traditionally, aneurysms and tumors can be diag- 
nosed satisfactorily by fluoroscopy. When observed 
fluoroscopically, aneurysms are supposed to exhibit 
expansile pulsation, and tumors to exhibit transmitted 
pulsation. 

However, several authors have cited examples of 
mediastinal and cardiovascular lesions in which trans- 
mitted and expansile pulsation could not be differenti- 
ated during fluoroscopy. Cystic lesions such as der- 
moids transmit pulsations quite readily and may be 
confused with aneurysms. And, conversely, aneurysms 
containing lamellated clots often do not demonstrate 
expansile pulsation. 

Fluoroscopy is not an accurate means of differenti- 
ating these lesions. This is a well-recognized fact. 
However, clinicians and radiologists continue to use 
fluoroscopy. Angiocardiography is so much more ac- 
curate that we felt it advisable to summarize our ex- 
perience. 

By again emphasizing the relative accuracy of angio- 
cardiography and the relative inaccuracy of fluor- 
oscopy, we hope to encourage the use of angiocardi- 
ography instead of fluoroscopy early in the study of 
patients with hilar masses. 

We also wish to emphasize the radiographic simi- 
larity of these lesions. 
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Method of Study 


One hundred thirty cases were reviewed. These pa- 
tients all were originally reported as having a left hilar 
mass after study of stereoscopic and lateral chest roent- 
genograms. One hundred one cases were discarded. 
The lesions demonstrated on the posteroanterior ro- 
entgenograms in this discarded group were not repre- 
sentative of what we were interested in—a smoothly 
rounded left hilar shadow, the vascular or nonvascular 
nature of which was not obvious. Thus, 29 diagnosed 
cases remained in which fluoroscopy had been per- 
formed, and our criteria on the roentgenograms ful- 
filled. Data demonstrating the diagnostic value of stere- 
oscopic and lateral chest roentgenograms, fluoroscopy, 
bronchoscopy and allied techniques were collected. 
Our primary interest was the accuracy of these tech- 
niques in differentiating aneurysms and tumors. Eight 
cases are presented as examples of the problem under 
discussion. 


Report of Cases 


Case 1. A 33-year-old man complained of hoarse- 
ness of 7 months’ duration and pain in the left side 
of his chest. The salient finding of his examination 
was paralysis of the left vocal cord. Stereoroentgeno- 
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Figure 2a. The mass seen in this chest roentgenogram was inter- 
preted as a neoplasm by another radiologist. The opinion at the 
clinic was that this was an aneurysm of the pulmonary artery. The 
fluoroscopic findings were indeterminate. b. The angiocardiogram 
demonstrates clearly that the mass is an aneurysm of the pulmonary 
artery. ¢. Films taken in a later phase show some filling of the aneu- 
rysm of the pulmonary artery as well as the aorta. The aorta is not 
a part of the mass. 
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Figure ta. The left hilar mass seen in this chest roentgenogram 
was interpreted as a vascular structure. The fluoroscopist concurred 
in this opinion. b. The angiocardiogram taken in this patient demon- 
strates the filling of the normal pulmonary arteries. A film taken 
in a later phase also demonstrated a normal aorta. The mass can 
be seen separate from the pulmonary arteries. At surgical explora- 
tion an inoperable carcinoma of the lung was found. 
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grams of his chest revealed some prominence in the 
left hilus, which was thought to be vascular (Figure Ia). 
Fluoroscopy revealed enlargement of the left pulmonary 
artery suggestive of aneurysma! dilatation. Bronchos- 
copy showed angulation of the left main bronchus. Cyto- 
logic studies on one sputum specimen were negative. 
Two specimens were negative for acid-fast bacilli. 

Because of the possibility of a tumor, angiocardi- 
ography was done. It revealed a normal aorta and 
pulmonary arteries, and demonstrated that the mass 
was not vascular (Figure 1b). Surgical exploration re- 
vealed an inoperable carcinoma of the lung with a mass 
in the left hilus extending under the arch of the aorta. 

Comment. In this instance, interpretation of both 
the chest roentgenogram and the fluoroscopic findings 
was erroneous. Angiocardiography demonstrated that 
there was no vascular abnormality. 

Case 2. A 62-year-old woman had no complaints. A 
chest roentgenogram taken in her home community 
three weeks previously had revealed a left hilar mass, 
and operation had been advised. She came to the Mayo 
Clinic for further study. The results of physical exami- 
nation and routine tests were negative. A stereoroent- 
genogram of the chest revealed a mass which was in- 
terpreted as an aneurysm of the left pulmonary artery 
(Figure 2a). The fluoroscopist reported that the mass 
was closely associated with the descending thoracic 
aorta, and seemed to pulsate vigorously with it. It was 
felt that the findings were caused by a tumor, but the 
possibility of aneurysm was not excluded. There were 
no significant bronchoscopic findings. Angiocardiog- 
raphy revealed a normal aorta and aneurysmal dilata- 
tion of the left pulmonary artery (Figures 2b and 2c). 

Comment. The stereoroentgenogram of the chest was 
interpreted correctly in this case, but at fluoroscopy the 
findings were indeterminate. Angiocardiography estab- 
lished the diagnosis. 

Case 3. A 28-year-old woman was seen for a routine 
physical examination. She had no complaints referable 
to her chest. Chest roentgenograms taken on this ad- 
mission revealed a nonvascular lesion in the left hilus 
(Figure 3a). The fluoroscopist thought that the mass 
was a dilated left pulmonary artery, but could not 
definitely exclude a nonvascular lesion. The results of 
routine laboratory work, two sputum specimens for 
cytology, and one sputum specimen for acid-fast bacilli 
were negative. The results of bronchoscopic examina- 
tion were also negative. 

Because of the possibility of a tumor, angiocardiog- 
raphy was performed and revealed a nonvascular lesion 
with a normal left pulmonary artery and aorta (Figures 
3b and 3c). At operation one large node and several 
smaller nodes were removed from the left hilus. The 
lungs and mediastinum were otherwise negative. 
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Pathologic examination of the nodes revealed a non- 
caseating granulomatous process. The results of bac- 
teriologic study of the nodes and guinea pig inocula- 
tions were negative. 

Comment. Again, we have a mass correctly felt to 
be nonvascular from chest roentgenograms, but th« 
fluoroscopist leaned more toward the opinion that it 
was a vascular lesion. This was the experience in three 
of four cases of hilar lymphadenopathy in this series. 

Case 4. A 17-year-old youth came in for cardiac 
evaluation because of a heart murmur of long duration. 
He had no complaints. The results of examination 
were negative except for a loud systolic murmur and 
thrill along the left sternal border. The results of rou- 
tine laboratory work were negative, and the electro- 
cardiogram showed moderate right ventricular strain 
pattern. The stereoscopic and lateral chest roentgeno- 
grams were reported as demonstrating aneurysmal 
dilatation of the pulmonary artery. The fluoroscopist 
also felt that there was aneurysmal dilatation of the 
pulmonary artery, and he reported expansile pulsation 
of the lesion (Figure 4). 

The patient was seen again one year later with no 
change in his clinical status. Chest roentgenograms 
revealed an increase in the size of the mass. Cardiac 
catheterization and angiocardiography revealed normal 
pulmonary arteries and an interventricular septal de- 
fect. At operation a large dermoid cyst was excised. 
The cyst measured 14 by 7 by 7 cm., and was situated 
on the pulmonary arteries. 

Comment. Similar experiences have been encountered 
in several instances in various centers. Cystic lesions 
pulsate readily and appear to exhibit expansile pulsa- 
tion at fluoroscopy. This case was unusual, since the 
patient also had a septal defect. 

Case 5. A 48-year-old man gave the history that a 
mass had been found on a chest roentgenogram taken 
eight months previously. He was in no distress and did 
not appear ill. The results of examination were negative 
except for a soft systolic murmur heard in the pul- 
monic area. The stereoroentgenogram of the chest 
was interpreted as showing a mass 5 cm. in diameter 
in the left hilus, possibly neoplastic (Figure 5). At 
fluoroscopy it was felt that the mass was caused by 
aneurysmal dilatation of the pulmonary artery. The 
mass seemed to exhibit expansile pulsation. The results 
of cytologic study on one sputum specimen were nega- 
tive. Bronchoscopy indicated the possibility of a mass 
over the left main bronchus. Angiocardiography was 
suggested, but could not be done because of a break- 
down of equipment. The clinicians felt that the possi- 
bility of a tumor could not be excluded. At operation a 
valvular pulmonic stenosis with post-stenotic dilatation 
of the pulmonary artery was found. 
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Figure 3a. This chest roentgenogram was interpreted as showing a 
nonvascular mass. The fluoroscopist felt that the mass was caused 
by a dilated pulmonary artery. b and ce. The angiocardiogram dem- 
onstrates that the mass is separate from the pulmonary arteries and 
the aorta. At operation a large node was removed from the left hilus. 
Bacteriologic and pathologic studies indicated that the node was in- 
volved with Boeck’s sarcoid. 


Figure 4. The fluoroscopist and the interpreter of this chest roent- 
genogram both thought that the mass seen represented dilatation of 
the pulmonary artery. Angiocardiograms demonstrated that this was 
a nonvascular lesion. At operation a large dermoid cyst was removed. 
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Figure 5. The chest roentgenogram shows a left hilar mass. This mass 
was interpreted as possibly being neoplastic. The fluoroscopist thought 
that the mass represented dilatation of the pulmonary artery. At 
operation it was found to be dilatation of the pulmonary artery asso- 
ciated with pulmonic stenosis. 
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Comment. In this case the interpretation of the chest 
roentgenograms was incorrect. The fluoroscopist diag- 
nosed the condition correctly. Because of the clinical 
impression of a nonvascular lesion, exploration was 
performed. If angiocardiography could have been per- 
formed successfully on this patient, a more satisfactory 
evaluation of the patient’s condition could have been 
achieved. 

Case 6. A 24-year-old man was seen because of cough 
and pain in the left side of the chest. He gave the 
history that he had bled and bruised easily since child- 
hood. The results of hematologic examination sug- 
gested a diagnosis of thrombocytopenic purpura. The 
stereoscopic chest roentgenogram was reported as 
showing a nonvascular mass in the left hilus, and 
another in the left posterior portion of the chest (Figure 
6a). At fluoroscopy it was felt that the hilar mass was 
inseparable from the aortic shadow and pulsated with 
transmitted pulsation. The results of bronchoscopy 
and cytologic study of two sputum specimens for 
malignant cells were negative. Two sputum specimens 
were negative for acid-fast bacilli. Splenectomy was 
performed two weeks after admission. Repeat chest 
roentgenograms, one week after splenectomy and three 
weeks after admission, revealed a definite regression of 
both masses (Figure 6b). The clinical impression was 
that the masses represented hematomas in the left 
mediastinum and left pleural space. 

Comment. The fluoroscopist’s opinion that this was a 
nonvascular mass exhibiting transmitted pulsation was 
correct. The interpretation of the stereoroentgeno- 
grams of the chest also suggested a nonvascular mass 
rather than a vascular abnormality. In this case the 
diagnosis was made correctly without angiocardiog- 
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raphy. The case is presented to show the marked 
similarity between pathologically dissimilar hilar le- 
sions. 

Case 7. A 69-year-old man had complaints of 
dyspnea on exertion and atypical chest pain. Hemopty- 
sis had been present for five months. He was referred 
for examination and evaluation of a mass found on a 
chest roentgenogram taken several weeks previously. 
Examination revealed clinical evidence of cardiac de- 
compensation. The serologic test for syphilis was 
weakly positive; otherwise the results of routine 
laboratory work were negative. The stereoroentgeno- 
gram of the chest revealed a mass in the left hilus 
which was considered possibly neoplastic (Figure 7). 
The fluoroscopist also felt that the mass was probably 
neoplastic. He thought there was slight transmitted 
pulsation. 

Four sputum specimens were negative on cytologic 
examination, and the results of bronchoscopy were also 
negative. Bacteriologic examination of the sputum did 
not reveal acid-fast bacilli. The clinicians felt that this 
was a tumor. At exploratory thoracotomy a saccular 
aneurysm of the aortic arch was found. This aneurysm 
lay close to the pulmonary artery. The only expansile 
pulsation visible was at its origin from the aortic arch. 

Comment. In this instance the fluoroscopist was cor- 
rect in that there was no demonstrable expansile pulsa- 
tion, but he did not mention that this might be an 
aneurysm containing a large amount of clot. Another 
similar case was encountered in this series, and such 
cases have also been reported by others. Angiocardi- 
ography has usually been helpful in these patients even 
though the aneurysm may fill very little. This case is 
presented as an example of a patient in whom the 
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diagnosis could have been assisted preoperatively by 
successful angiocardiography. We stipulate “success- 
ful” because if the injection cannot be made rapidly, 
visualization of the aorta may be unsatisfactory. 

Case 8. A 33-year-old man came for cardiac evalua- 
tion with symptoms of diminished exercise tolerance, 
frequent syncopal attacks, and cyanosis since birth. 
Findings on physical examination were cyanosis and a 
systolic murmur, grade 3, heard over the entire precor- 
dium and best along the left border of the sternum. The 
results of routine laboratory work were negative. The 
electrocardiogram showed evidence of right bundle- 
branch block and right ventricular strain. The stereo- 
roentgenogram of the chest was interpreted as showing 
a widened mediastinal shadow, probably vascular 
(Figure 8). At fluoroscopy, there was marked pulsation 
along the left mediastinum. This was thought to be an 
overriding aorta or a common vascular trunk. The 
patient was studied by cardiac catheterization, and was 
found to have pulmonic stenosis, probably infundibular 
in type, with post-stenotic dilatation. He also had an 
interatrial septal defect with a right-to-left shunt. 
There was no evidence of an abnormal aortic origin. 

Comment. In this instance there was no problem of 
differentiating a tumor from a vascular structure. The 
fluoroscopist was unable to separate aorta correctly 
from pulmonary vessel. This differentiation could have 
been made quite readily by angiocardiography. 


General Comment 


The differentiation of masses in the left hilus is 
important. Three cases of carcinoma of the lung and 
two cases of malignant mediastinal disease in this 
series of 29 patients emphasize the necessity for ac- 
curate diagnosis. Fluoroscopy, stereoscopic, lateral 
and oblique chest roentgenograms do not provide a 
sufficiently accurate diagnosis. Analysis of the results 
in this small series of cases reveals that fluoroscopy 
accurately differentiated vascular and nonvascular 
masses in only 41 per cent of cases. The fluoroscopist 
was relatively accurate in diagnosing post-stenotic 
dilatation associated with pulmonic stenosis, appar- 
ently because this lesion presents a fairly character- 
istic picture. However, in 14 cases of nonvascular 
masses, the fluoroscopist arrived at the correct dif- 
ferentiation between vascular and nonvascular origin 
only five times. 

In 55 per cent of this same group of 29 cases, the 
correct opinion was given after interpreting stere- 
oscopic and lateral chest roentgenograms. In 12 in- 
stances, the fluoroscopist changed the original im- 
pression derived from the chest roentgenograms, and 
in eight of the 12, the fluoroscopist changed an impres- 
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Figure 6a. The chest roentgenogram on admission in this case shows 
a mass in the left hilus and another in the left base. These were cor- 
rectly interpreted from both the films and the fluoroscopic findings as 
nonvascular masses. b. The second roentgenogram, taken three weeks 
after admission and one week after splenectomy, demonstrates definite 
regression of both masses. This patient had thrombocytopenic purpura. 
The masses were thought to be mediastinal and pleural hematomas 
that were resorbing. 





Figure 7. The chest roentgenogram reveals a mass in the left hilus. 
The interpretation from the film and from fluoroscopy was that this 
represented a neoplasm. At operation a nonpulsating, saccular aneu- 
rysm of the arch of the aorta was found. 
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Figure 8. The chest roentgenogram shows a smoothly rounded left 
hilar mass. The interpreter of the film and the fluoroscopist both felt 
that this was a vascular structure. The vessel involved was not iden- 
tified in either instance. Cardiac catheterization demonstrated pul- 
monic stenosis with post-stenotic dilatation of the pulmonary artery. 


sion that had been correct on the posteroanterior 
roentgenogram. In only four instances did the fluoro- 
scopist improve on the interpretation of the chest 
roentgenogram. 

Table 1 summarizes the results of the diagnostic 
techniques used in this series of cases. Tomography 
was used too infrequently for critical evaluation, but 


was not helpful in the differentiation when used 
Bronchoscopy was usually indeterminate, as would hx 
expected in a series of cases consisting largely of be- 
nign tumors and vascular lesions. Angulation anc 
elevation of the left main or left upper lobe bronchus 
were often reported, but were not helpful. In one of 
the three cases of carcinoma of the lung the tumor was 
located and biopsied, establishing the diagnosis. 

Cytologic and bacteriologic study of the sputum was 
not generally helpful, again because of the types of cases. 

Angiocardiography was by far the most accurate 
technique. Angiocardiography will help establish the 
proper differentiation between vascular and nonvascu- 
lar lesions in a much greater percentage of cases than 
any other diagnostic method used. 

When it is necessary to differentiate tumors and 
aneurysms in the hilar areas, angiocardiography 
should be used early in the diagnostic program. In 
fact, when the lateral and posteroanterior chest roent- 
genograms have established that there is a hilar mass 
which cannot be separated from the cardiac contour 
or the great vessels, it is logical to omit fluoroscopy 
and proceed with angiocardiography. Fluoroscopy 
has been used frequently in preference to angiocardi- 
ography because fluoroscopy has been felt to be a 
completely innocuous procedure. It should be em- 
phasized that angiocardiography is a safe procedure 
when used to investigate this type of problem. 

The chief objective of fluoroscopy should be deter- 
mination of the best position of the patient for angio- 
cardiography, although the nature of the problem in 
the cases under discussion makes the anteroposterior 
position the best. 





















“Common Cold’’ 


THIs AILMENT, although considered to be one of the less 
severe infections, is the source of a great deal of human 
misery and discomfort. It is also one that causes enor- 
mous economic loss. Because the common cold is not a re- 
portable disease, only generalizations regarding this loss can 
be made. If we assume, for instance, that the 60 million 
workers in the United States lose an average of only one 
day per year because of a “‘cold,” the resultant loss is the 
equivalent of 230,769 man-years of work, or, stated differ- 
ently, a loss to our labor force of a quarter million workers 
a year. Furthermore, if we assume a conservative annual 
wage of $2,500 per worker, the total annual loss amounts 
to over 500 million dollars ($576,922,500).—Tueopore J. 
Bauer, M.D. JAMA, 158:1407, 1955. 
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Men and Their Sciences 


THE TERMS evolution of man and history of mankind suggest 
grandiose pictures of what in reality has been an essentially 
disorderly cavalcade of fumbling and tumbling human be- 
ings. On the basis of what we may consider a clumsy ap- 
proach to a science of environment, men long ago started 
more or less methodically to collect facts and knowledge 
on certain objects and events, forming generalizations 
about that knowledge and utilizing it. But at no moment 
did men concentrate on an over-all plan of what phenomena 
and experiences were most important to them for observa- 
tion, experimentation and thought. It is characteristic of 
their primitive egocentricity that they did not, until much 
later, see themselves as objects for scientific study.—WILLIAM 


‘ BorperG, Scrence, 122:3161, 1955. 
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Multiple Pregnancy: 


The twin pregnancy is usually shorter 

than the average singleton. The incidence of toxemia and hydramnis 
is appreciably higher. Labor usually proceeds uneventfully 

but there is greater likelihood of uterine inertia, 

and hemorrhage is poorly tolerated. Multiple pregnancy 

carries a higher risk of maternal and fetal death— 

a risk that can be partly obviated 

by scrupulous attention to details. 


Clinical Aspects 


BY ALAN F. GUTTMACHER, M.D. 


Department of Obstetrics and Gynecology, The Mount Sinai Hospital 


New York City 


In last month’ s issue Dr. Guttmacher discussed the biologic 
aspects of multiple pregnancy. In the following article he 
deals with the clinical aspects. 


THE ANTEPARTUM DIAGNOSIS of twins carries with it 
many pitfalls, the greatest, failure to think of this 
possibility. In several critical series, the antepartum 
diagnosis was correctly made in approximately 70 per 
cent of the twin cases reviewed. 

The criteria for antepartum diagnosis are as follows: 

1. A multiplicity of fetal poles. The absolute diagno- 
sis can rarely be made unless two fetal heads are clearly 
palpable. Occasionally the two breeches plus one head 
are distinct enough to make diagnosis certain. Fibroid 
nodules are occasionally mistaken for the pole of a 
fetus. 

2. The auscultation of the fetal heart over two sepa- 
rate areas of the abdomen. The rates must differ by 
ten beats or more per minute. The observation is best 
done by two persons synchronously counting one of 
the heart beats. DeLee suggests that if the two heart 
rates are nearly alike, one fetus be stimulated by deep 
palpation of the abdominal wall; the stimulated fetus 
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will react by an increased cardiac rate which differen- 
tiates it from the co-twin. 

3. An x-ray with parts of two fetal skeletons discern- 
ible. These may appear by the 18th week, or earlier, 
but a second skeleton cannot be completely ruled out 
until about the 25th week. 

The following observations create suspicion of twin 
pregnancy: 

1. A uterus, appreciably larger than the period of 
amenorrhea, which continues to grow at an accelerated 
rate. Twins must be differentiated from hydramnios, 
fibroids, hydatidiform mole, and a very large single 
child. 

2. Excessively rapid weight gain in the absence of 
edema, hydramnios or quickly increasing obesity. 

3. A small presenting part in the pelvis with the 
cervix obliterated, and two cm. or more dilated four 
weeks or more before term without evidence of labor. 

The following observations after the birth of one 
fetus establish the diagnosis of a co-twin remaining 
in utero: 

1. Suspicion is excited when the fundus is too large 
to contain just the placenta. Palpation reveals the 
small parts and poles of the second fetus. Fibroids may 
sometimes mimic a second fetus. 
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2. Vaginal examination reveals an intact sac of mem- 
branes or parts of a fetus. 


Duration of Pregnancy 


In our study of twinning we found that the average 
length of pregnancy was 257.8 days, that is, labor 
occurred 22.2 days before the calculated date of con- 
finement. One-eighth of our cases (12.3 per cent) ter- 
minated with neither fetus weighing as much as 1,500 
Gm., and three-eighths (38.7 per cent) in premature 
twins, neither twin weighing more than 2,500 Gm., 
but one at least weighing more than 1,500 Gm. One- 
half of the mothers (49 per cent) delivered infants of 
term size, at least one twin weighing 2,500 Gm. or 
more. 

Parity played little role in the results, the primi- 
parous twin mother having a pregnancy briefer by only 
two days than the multiparous. 


Complications of Pregnancy 


Hydramnios is more common in multiple than single 
pregnancy. The magnitude of increase is difficult to 
state, since the criteria for the diagnosis of hydramnios 
vary so from one observer to another. Hydramnios 
usually involves only one fetal sac and is more likely to 
occur in monochorionic than dichorionic twinning. 
Though its diagnosis is uncertain in the mild variety, 
this is not true of the severe form. Hydramnios may 
appear acutely at any time after the 20th week, or the 
accumulation of amniotic fluid may be gradual. 

Treatment of hydramnios is unsatisfactory and con- 
sists of bed rest and sedation if the patient is too un- 
comfortable. The English have advocated the slow 
withdrawal of the excess fluid with a large spinal punc- 
ture needle through abdominouterine paracentesis. 
After such treatment the excessive fluid may or may 
not reaccumulate, but if it does, another tap can be 
performed. Our own experience with the procedure 
has not been satisfactory, since all four patients went 
into premature labor within 48 hours of the abdomino- 
uterine tap. 

Since excessive amniotic fluid is frequently associated 
with a malformed fetus or multiple pregnancy, each 
case of hydramnios should be x-rayed to investigate 
these possibilities. 

Toxemia. Hypertensive toxemia is present in 35 per 
cent of multiple pregnancies, in contrast to 7 per cent of 
single pregnancies. Unlike single pregnancy, parity 
does not seem to affect the frequency in multiple 
pregnancy. Eclampsia has four times its usual incidence 
in multiple pregnancies and according to some reports, 
a more lethal outcome. 
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Anemia, the hypochromic microcytic variety, devel - 
ops more frequently and more severely in a twin ges 
tation. 

Pyelitis is apparently unaffected in frequency by 
the number of fetuses. 

Weight gain is likely to be greatly increased in a 
multiple pregnancy. The average weight gain for a 
single pregnancy is approximately 23 pounds, while 
nearly 40 for a multiple pregnancy. Part of the excess 
is due to the additional fetus, placenta and amniotic 
fluid (10 pounds) and part to an excessive retention 
of tissue fluids. This can be observed in the greater 
tendency of the patient with twins to develop depend- 
ent edema of the legs, vulva and abdominal wall. 


Conduct of a Multiple Pregnancy 


The two main complications associated with twin- 
ning—the greater occurrence of premature delivery and 
the increased frequency of toxemia—play dominant 
roles in dictating the modifications of the usual preg- 
nancy regimen. 

When twins are diagnosed, the pregnant woman 
must be advised to avoid physical strain by stopping 
work at 24 instead of the usual 34 weeks. She also must 
give up travel, not only because it may possibly make 
premature labor more likely in a twin gestation, but 
since labor may come on at any time without warning, 
absence from her home city may be hazardous as well 
as inconvenient. The patient should be advised to take 
long afternoon rest periods. Coitus should be eliminated 
during the last three months because of the possibility 
of a prematurely dilated cervix or the early onset of 
labor. 

The physician should make frequent, careful vaginal 
or rectal examinations during the last three months to 
determine if the cervix is being obliterated and begin- 
ning to dilate before the fetuses are fully viable. If so, 
in some instances labor may be postponed several 
critical weeks by confining the patient flat in bed. 
Hormones are of no value in delaying the onset of 
labor in either twin or single pregnancy. 

As soon as the diagnosis of twins is made, the patient 
should be placed on a salt-poor diet. The frequency of 
prenatal visits should also be increased to detect incip- 
ient pre-eclampsia. If it appears, the patient should 
be promptly hospitalized if treatment at home does not 
cause rapid therapeutic response. 

Since anemia is so common in multiple pregnancy, 
iron should be prescribed routinely. When anemia is 
present and refractory to iron therapy, antepartum 
transfusion is indicated. If the membranes rupture pre- 
maturely, or the cervix obliterates and dilates early, 
daily vitamin K should be given forthwith. 
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The woman with a multiple pregnancy is usually 
more comfortable if she wears a well-fitting maternity 
corset. Because of abdominal distention, her nights are 
particularly uncomfortable, and a hypnotic is likely to 
be necessary. The excessive abdominal pressure may 
make six small feedings preferable to three ordinary 
meals. 

A patient with organic heart disease and a multiple 
pregnancy must be particularly careful, avoiding all 
possible physical and emotional strain. I have seen one 
such patient decompensate badly at the 34th week of 
her twin gestation, with what was thought to be a 
minimal rheumatic lesion. 


Labor 


Most twin labors are satisfactory. Because of the 
smaller size of the fetuses and the fact that the cervix 
frequently is obliterated before labor begins, the ordi- 
nary plural labor is shorter than the ordinary single 
labor. Yet there is a greater proportion of unsatisfac- 
tory, dilatory labors among plural births than among 
single births, due in the main to an increased incidence 
of uterine inertia. The overdistention to which the 
uterus is subjected is probably the cause, though as far 
as we know there is no positive correlation between the 
degree of distention and the severity of the inertia. 
False labor is more frequent in multiple than single 
pregnancy. 

The membranes are more likely to rupture before 
the onset of labor in multiple (29 per cent) than in 
single pregnancy (12 per cent). 

Labor rarely has to be induced in a multiple preg- 
nancy. In the occasional case when it is necessary, one 
is usually dealing with severe pre-eclampsia which re- 
sists therapy, or a patient so ill from the overdistention 
of the abdomen that she vomits constantly, has great 
respiratory distress and pain. Ordinarily in multiple 
pregnancy, artificial rupture of the membranes success- 
fully initiates labor without the adjuvant use of Pitocin. 
In a twin pregnancy near term, the membranes should 
always be ruptured before using Pitocin for either the 
induction or stimulation of labor, since release of the 
amniotic fluid diminishes the uterine distention and 
enhances the efficiency of contractions in these cases. 

As regards presentation, in twins one finds all the 
possible combinations and permutations for two fetuses, 
either of which may assume any of three positions— 
vertex, breech or transverse. One presenting as vertex, 
the other breech, is the most frequent combination; al- 
though both presenting by vertex is almost as common. 
If either or both children present by the breech, it is 
unwise to attempt external version during pregnancy 
for fear of inducing labor or rupturing the membranes. 
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Furthermore, since the fetuses are likely to be smaller 
than usual, external version is unnecessary. Again, be- 
cause of the relatively small size of the infants, ab- 
normal presentations, compound, face and brow are 
more common. 

Collision (the attempt of one fetal pole of each twin 
to enter the pelvis simultaneously) occurs only when 
the fetuses are small and can be safely treated by the 
upward displacement of the presenting part of the less 
engaged child. True locking usually can only be solved 
by Cesarean section or decapitation. This much over- 
emphasized fetal complication is only possible if the 
first fetus is a breech and the second a vertex. 

Cesarean section is rarely necessary for contracted 
pelvis in a multiple pregnancy, since the fetuses are 
relatively small. When termination of pregnancy is 
necessary for pre-eclampsia, labor can usually be in- 
duced by simple rupture of the membranes, since the 
cervix is almost always favorable several weeks before 
term. 

Antepartum bleeding from placenta previa is about 
three times as frequent in a twin as in a single preg- 
nancy. This is probably due to sheer anatomic accident, 
since the enlarged dimensions of the placental mass 
offer greater opportunity for the internal os to be en- 
croached upon by placental tissue. Placenta previa 
should be treated as in single pregnancy. 

Abruption of the placenta is probably not increased 
in incidence in multiple pregnancy unless there is the 
sudden release of several liters of fluid in a case com- 
plicated by hydramnios. It is not uncommon for pre- 
mature separation of one of the placentas to occur after 
the birth of the first child, which is diagnosed by free 
bleeding from the uterus after the first baby is born. 
It necessitates prompt delivery of the remaining twin 
and immediate delivery of the placenta or placentas. 

A twin pregnancy after a previous Cesarean section 
requires repetition of the Cesarean section unless the 
twins are very small (less than 1,800 to 2,000 Gm.). In 
dealing with twins of more than 2,000 Gm. after pre- 
vious Cesarean section, I repeat the operation elec- 
tively ten days before the calculated date, unless the 
onset of labor forces earlier interference. Despite the 
theoretically increased likelihood of uterine wound 
dehiscence from its overdistention in twin pregnancy, 
I have never observed it at the time of the repeat 
operation. 

Conduct of Labor. Since intrapartum and post-partum 
complications are increased in multiple pregnancy, 
whenever possible such deliveries should be conducted 
in a hospital. Furthermore, while in labor, each patient 
with a multiple gestation should have a matched bottle 
of blood held in readiness. 


If rupture of the membranes occurs before the onset 
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of labor, the patient should be hospitalized and prophy- 
lactic broad-spectrum antibiotics given. The small size 
of the fetuses and their greater incidence of abnormal 
presentations make prolapse of the cord an omnipresent 
possibility after the membranes rupture. 

Because of the smaller size of the fetuses and the 
unpredictable but frequent occurrence of uterine in- 
ertia, twin labor should be conducted with a minimum 
of analgesics. A normal or slightly shortened second 
stage can be anticipated. 

Conduct of Delivery. The best fetal and maternal re- 
sults are obtained in multiple births when the least 
operative interference is employed. 

If the first child presents as a vertex or a breech, 
delivery is carried out as if it were a single child. An 
episiotomy is done routinely unless the vagina is re- 
laxed and the infant small. After the first child is 
delivered, the cord is clamped and cut. The placental 
end of the cord is carefully checked for bleeding, since 
in single-egg twins, hemorrhage from this source might 
be fatal for the unborn child. The obstetrician then in- 
serts his hand into the vagina and determines the 
presenting part of the second twin, and by combined 
vaginal-abdominal palpation, its exact presentation. If 
the vertex or breech is over the inlet, the second sac is 
ruptured and the presenting part guided into the pelvis 
by the vaginal hand, as the abdominal hand makes 
downward pressure on the fundus. If the second fetus 
lies in the oblique or transverse, frequently it can be 
maneuvered into a longitudinal presentation and then 
the membranes ruptured. After the presenting part of 
the second child engages in its longitudinal axis, pres- 
sure on the fundus usually causes the vertex or breech 
to descend rapidly to the pelvic floor, as the delivery of 
the first fetus just minutes before has dilated the soft 
parts so that they offer no resistance. When the vertex 
or breech of the second child is on the perineum, it can 
be delivered either spontaneously or by simple opera- 
tive means. If the second fetus cannot be manipulated 
into its longitudinal axis, an internal podalic version 
and extraction must be performed. If the patient is 
under the influence of a conduction type of anesthetic, 
general anesthesia must be superimposed, preferably 
cyclopropane and ether. Frequently when the operator 
attempts a version under conduction anesthesia alone, 
the fundus clamps down, virtually imprisoning the 
child. 

There is no advantage in waiting for labor to re- 
begin after the birth of the first child and to allow the 
subsequent contractions to expel the second fetus. 
Such an interval permits the anesthetic to wear off, 
perhaps one of the placentas to separate, and, in addi- 
tion, it may expose the patient to unnecessary mental 
anguish. 


100 





In the rare situation with the first child presentin. 
in labor as a transverse, Cesarean section is indicate: 
unless the fetuses are very small. Otherwise difficult. 
may be encountered in turning and extracting the firs: 
fetus, and there is also the imminent danger of cor: 
prolapse of the first twin. 

Anesthesia. 1 have frequently used saddle-block 
anesthesia in twin deliveries and feel it has certain 
advantages. Since usually the infants are small, con- 
duction anesthesia is safest for them, and since there is 
a tendency for the mother to develop post-partum 
uterine atony after a multiple birth, conduction anes- 
thesia is best for her as it interferes least with post- 
delivery uterine tone. Pudendal block and caudal have 
similar advantages. However, a general anesthetic must 
be kept in immediate readiness in case it must be 
rapidly superimposed to permit internal podalic ver- 
sion. 

Third Stage. The placenta or placentas usually sepa- 
rate promptly and shouldbe expressed at once. The 
ordinary indications for manual removal of the placenta 
in a single pregnancy should be in force after a mul- 
tiple birth—excessive bleeding or failure of the placenta 
to separate spontaneously in 20 minutes. After its 
delivery, the placental mass must be examined for de- 
fects of the maternal surface as evidence of retained 
cotyledons. 

As soon as a patient with twins is placed on the 
delivery table, an intravenous drip of glucose should 
be begun in an arm supported by an arm board. Then 
if hemorrhage or shock necessitates rapid transfusion, 
it can be immediately and efficiently given. Further- 
more, immediately after delivery of the placenta, an 
ampul of Pitocin should be added for each 500 cc. of 
fluid in the bottle, the bottle shaken and the drip 
allowed to run rapidly. The Pitocin drip should be 
continued for two hours post-delivery as prophylaxis 
against uterine atony. 


Post-Partum Care 


Because of the increased incidence of uterine atony 
after a multiple delivery, post-partum hemorrhage is 
several times more likely than after the birth of a single 
child. For this reason, the freshly parturient must be 
constantly watched post-partum by an experienced 
attendant for at least two hours, and longer if there is 
an abnormal tendency for the uterus to relax. 

After the birth of twins, the woman is usually more 
likely to show evidence of shock and, therefore, any 
blood loss over 300 cc. should be viewed seriously and 
no time should be lost before adequate blood replace- 
ment is given. 

Puerperium. Since puerperal infection is more com- 
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mon after a twin delivery, probably due to increased 
intrauterine manipulation and greater post-partum 
blood loss, prophylactic antibacterials are indicated 
after version on a second twin, manual removal of the 
placenta, or when the membranes were ruptured for 
more than 24 hours before delivery. Early ambulation 
is not contraindicated after the birth of twins. 

Lactation is normal after twins, but unless the 
amount of milk is copious, nursing is impractical. 
Otherwise the children will also require supplementary 
feeding. 

Maternal Mortality. It is generally agreed that the 
maternal risk is markedly increased by bearing twins. 
The precise order of increment is difficult to establish. 
By adding the figures from four studies (three in the 
United States and one from England), we find 29 ma- 
ternal deaths in 2,219 viable twin cases, a rate of 13.5 
per 1,000. However, all but 477 of the cases tabulated 
were delivered before the modern era of antibacterials 
and multiple transfusions, which accounts in part for 
the high figure. 

Nevertheless, it is safe to conclude that a patient 
with twins faces at least three times the risk of death 
from childbirth that she would be subjected to if she 
were going to deliver a single infant. 

The primary cause of death in the 29 cases alluded 
to was: 

1. Toxemia (12 cases: 9 eclampsia, 2 chronic hy- 
pertensive vascular disease, 1 pre-eclampsia compli- 
cated by liver atrophy) 

2. Puerperal infection (8 cases) 

3. Post-partum hemorrhage (4 cases) 

4. Post-delivery shock (2 cases, both associated with 
pre-eclampsia and one with post-partum hemorrhage) 

5. Cardiac disease (2 cases) 

6. Pneumonia (1 case) 

The more one studies multiple pregnancy, the more 
he is forced to the conclusion that the woman with 
twins cannot tolerate blood loss nearly to the same de- 
gree as can the one who bears one child. And, further, 
if hemorrhage occurs in a twin patient with toxemia, it 
is particularly lethal. 

All of the seven fatal cases we reported in our study 
of twins from the Johns Hopkins Hospital had tox- 
emia, and four of the seven had an associated post- 
partum hemorrhage. The exaggerated decrease in intra- 
abdominal pressure immediately post-partum in the 
woman with twins, makes her especially vulnerable to 
shock, which may be precipitated by blood loss, opera- 
tive trauma or cardiac disease. 

Then superimpose on this sudden, intense altera- 
tion of intra-abdominal hemodynamics the extra bur- 
den of hypertension and the seriousness of the result- 
ing combination is understandable. 
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Fetal Results 


Birth Weight. Potter, in her Chicago Lying-In series, 
compared the percentage of previable, premature and 
mature infants found in twin and single births: 











Weight Twins Singletons 
Type of Infont Gm. lb. Per Cent Per Cent 
Previable 400-1,000 -88-2.2 5.2 5 
Premoture 1,000-2,500 2.2 -5.5 43.6 5.8 
Moture 2,500+- 55+ 51.2 93.7 





The average birth weight of single infants in the 
Potter series was 3,405 Gm. (7.6 lb.), and 2,391 Gm. 
(5.3 lb.) for twins. She then determined the birth 
weight of single infants and twins born at term (265 to 
295 days). The results were respectively 3,418 Gm. 
(7.6 lb.) and 2,706 Gm. (6 lb.). The 1,000-Gm. average 
birth-weight difference in favor of the single fetus is due 
to two factors—the tremendously high incidence of 
premature termination of pregnancy among twin gesta- 
tions and the fact that twins grow more slowly per unit 
time spent in utero. The 700-Gm. weight difference be- 
tween term singletons and term twins is very largely due 
to the latter factor, but it is safe to assume that dura- 
tion of pregnancy played a minor role, for it is very 
likely that most of the term twin pregnancies delivered 
between days 265-280, while a large portion of the 
term single pregnancies terminated between days 280 
and 295. 

The relatively unfavorable nutritional environment of 
twins in utero also affects their length, but not so strik- 
ingly as their weight. This can be attested by the clin- 
ical observation that at birth most twins are thin look- 
ing infants. The average term twin measures 1.5 to 2.0 
cm. less than if he were singly born. 

There is no significant difference between the aver- 
age birth weight of the first and second twins. Some- 
times the larger is born first and just as often the 
smaller. 

Not all twins are small at birth. In our series of 1,000 
twin infants, 3 per cent weighed 3,600 Gm. (8 lb.), in 
contrast to approximately 20 per cent of total births; 
0.4 per cent weighed over 4,000 Gm. in contrast to 6 
per cent of singletons. The largest twin of our series 
was 4,115 Gm. (9 lb. 2 0z.); the heaviest pair totaled 
7,680 Gm. (17 lb.). This hardly competes with a pair 
reported by Holzapfel in 1935, when one twin weighed 
4,670 Gm. and the other 4,510, combined weight 9,180 
Gm. (20 lb. 4 0z.). 

Fetal Mortality. By totaling five twin series reported 
in the table in Bender’s recent paper, adding these to 
my own series of 500 cases and Ross and Philpott’s 184, 
we find that 600 twins were either stillborn or died 
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neonatally in a total of 4,040 who weighed more than 
1,000 Gm. This gives an uncorrected perinatal twin 
mortality of 14.6 per cent which is three to four times 
the rate for singletons. The difference in’ fetal risk is 
relatively slight between twins and singleborn weighing 
2,500 grams or more. The main factor responsible for 
the high perinatal rate is the great proportion of twins 
whose birth weights are less than 2,000 grams. Neona- 
tally, premature twins have a somewhat higher survival 
rate than singleborn, weight for weight, since the ges- 
tational and visceral age of the twin is more advanced 
than a singleton of the same size. 

The stillbirth rate is higher in the second twin. Sev- 
eral points may be advanced to explain the lesser risk 
enjoyed by a first twin. He is more likely to present 
in the longitudinal axis and has greater likelihood of 
spontaneous delivery. Furthermore, he is not so fre- 
quently subjected to the risk of premature separation 
of the placenta, contraction ring of the uterus, prolapse 
of the umbilical cord, prolonged anesthesia, etc. 


Education in the Sciences 


WE ARE BEING TOLD with increasing frequency and forceful- 
ness that, in order to safeguard both the national security 
and the national economy, it is imperative that we increase 
the supply and improve the quality of scientists and 
engineers. 

Consider first the question of supply. In my more opti- 
mistic moments I like to think that the problems of numbers 
of scientists and engineers may be met in a natural fashion 
by the fact that both the population as a whole and the per- 
centage of college-age youngsters who go to college are in- 
creasing. In any case, it is hard enough to estimate what to- 
day’s demands for scientific and engineering manpower are 
and many times harder to estimate what the demands 15 or 
20 years hence will be. 

By contrast, estimating future needs for teachers seems 
simple and safe. Although the ideas and techniques that will 
be of first importance to the nation 15 or 20 years from now 
may not yet be born, the children of the nation have been 
born. We know how many there are and where they will be 
in school or college during the next 15 or 20 years, and we 
can compute with fair accuracy the numbers of teachers 
that will be needed to teach them under this or that assump- 
tion concerning optimal class size. We are faced on the one 


The neonatal mortality of first and second born twins 
is identical. 

Malformations in Twins. Malformations are present 
with increased frequency among all twins, including 
those who survive. The total rate in the Chicago twin 
series was 2.8 per cent. Potter claims that the height- 
ened incidence of malformations among twins lends 
support to the belief that an abnormal environment 
may be responsible in some cases. 

Dizygotic twins never suffer the same malformation 
except through the thin arm of coincidence. On the 
other hand, it is rare for a monozygotic twin to suffer 
from a malformation not shared by its fellow. Such 
identity of abnormalities may appear on the same side 
of the body in each twin or, through the biologic 
mechanism of mirror imaging (common in one-egg 
twins), may occur on the opposite side. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 





hand with a swelling population of school and college 
students and on the other with a shrinking population of 
college graduates prepared to teach. The shortage promises 
to be especially acute in the case of teachers of science and 
mathematics, where competition from industry for college 
graduates trained in these fields is most heavily felt. 

Consider next the question of quality. Just as a shortage 
of teachers can be alleviated in part by making better use of 
those we have, so a shortage of scientific and engineering 
manpower can be alleviated in part by increasing the quality 
of the scientists and engineers we have. Moreover, whereas 
some doubt our ability to make use of greatly increased 
numbers of scientists and engineers in the future, few ifany 
would express similar doubts concerning improved quality. 
Here the role of the teacher is of undisputed importance. 
For in the last analysis it is the teacher who constructs the 
curriculum. And it is the teacher who instructs and inspires 
the students destined to become the scientists and teachers 
of the future. 

Surely, such considerations as these warrant the increas- 
ing attention now being accorded to teachers and teaching 
by government agencies, private foundations, industrial con- 
cerns, and the public at large in support of efforts to 
strengthen education in the sciences.—E. P. NorTHRop, 
Science, 122:505, 1955. 






GP Volume Xil!, Number 5 






























Hyperthyroidism 


BY ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


HAND SIGNS . 


The generalized changes of hyperthyroidism are well demonstrated in the hands. Look for the fine, rhythmic tremor; the warm, moist, soft, infantile 
skin; the dynamic, rapid pulse; the palmar erythema; the le weak ; the lanin spots or vitiligo; the friable nails and peculiar receding 
dirt line. 








OTHER FEATURES 


The neck may appear normal, the gland being intrathoracic. The gland may be diffusely enlarged, and either smooth or nodular. Bruit charac- 

terizes the gland of hyperthyrcidism, but not the hypothyroid or euthyroid gland. The wide palpebral fissure, lid-lag on downward gaze, infrequent 

blinking and stare may be confused with true exophthalmos. Thyroidectomy may worsen exophthalmos. Congestive heart failure is almost always 
iated with diac arrhythmias. Increased appetite with weight loss, heat intolerance and diarrhea are common. 
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The indications for lower extremity amputation 


Et are found chiefly in patients with arterial insufficiency. 


x) : The decision to amputate and the selection of a level 


YAY \/ of amputation are based on clinical evaluation. 


Rapid subsidence of pain, control of infection and demarcation 
} of gangrene favor conservative amputation 
| j (at or distal to the metatarsal level). The site of election 


for definitive amputations about the knee is determined 


by the surtability of available prostheses. Supracondylar amputation 
is the least traumatic and most certain of success. 


Amputation of the Lower Extremities 


BY JOHN B. McKITTRICK, M. D. 


Brookline, Massachusetts 


WHEN AMPUTATION of the lower extremity becomes 
necessary or desirable, selecting the level of the ampu- 
tation is the critical decision. Accepted technical pro- 
cedures are well established and easily accomplished 
by the general surgeon. 

Where blood supply is normal, amputation may be 
done at any suitable level and primary healing of the 
wound anticipated. The majority of lower extremity 
amputations, however, are performed on patients with 
deficient arterial blood supply (Table 1). I have chosen, 
therefore, to consider the subject of lower extremity 
amputations primarily as it concerns the patient with 
poor arterial blood supply. 


General Considerations 


Amputation is mandatory only when a potential 
life-taking condition exists (malignant tumor or un- 
controlled, invasive infection) ; when an extremity is so 
mutilated by trauma as to be rendered useless; or 
when intractable ischemic pain is present. Gangrene 
without infection or pain is always a potential manda- 
tory indication for amputation. All other indications 
for amputation must be considered elective in the sense 
that they are designed to eliminate a diseased or in- 
capacitated member and to restore the patient to a 
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better state of health and a greater degree of self- 
sufficiency. 

If amputation becomes necessary or desirable, the 
basic objective is rehabilitation of the patient in the 
most expeditious fashion. The level of amputation is 
selected in line with this objective, keeping the follow- 
ing factors in mind: Preservation of maximum ex- 
tremity length consistent with (a) elimination of the 
offending process, (b) healing of the surgical incision 
and (c), construction of a durable, functional stump. 

Definitive amputation is never an emergency pro- 
cedure. Preliminary study is directed toward detecting 
and correcting complicating factors that may jeopar- 
dize the immediate result. Anemia is corrected. With 
arterial insufficiency, the remaining vascularity will be 
less efficient if there is reduced oxygen-carrying capac- 
ity in the blood. Complicating systemic disease is 
evaluated. Diabetes mellitus should be brought under 
control and its influence on the local situation care- 
fully noted. A further consideration prior to final 
decision is to relate the level of amputation to the 
patient’s general prognosis. The more distal site of 
election is excluded from consideration when the 
potential advantage to be gained does not justify any 
possibility of failure, with subsequent reamputation. 
Sites of Election. Exclusive of any other considera- 
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tion, the site of election for amputation is determined 
by the suitability of available prosthetic appliances. 
This does not apply to amputations at the metatarsal 
level or distally, as such amputations do not require a 
prosthesis. For practical purposes, prostheses are suit- 
able for amputations from the low-leg level (that is, 4 
to 6 inches below the knee joint) to the supracondylar 
level. Within these limitations, the site of election is 
determined by the extent of the pathologic process 
and the competence of the arterial circulation. 


Indications for Amputation 


It will be seen from Table 1 that in a typical year at 
the Massachusetts General Hospital, 93 per cent of 
amputations were done for arterial insufficiency and 
trauma. 


TRAUMA 


The great majority of amputations for trauma are 
done in an age group in which blood supply is normal. 
The initial objective in managing the traumatized ex- 
tremity is the excision of devitalized soft tissue and the 
removal of contaminating foreign bodies. Amputation 
must be done where skeletal structures are so exposed 
and soft tissue so mutilated as to be rendered un- 
salvageable. As much soft tissue—especially skin—is 
saved as is possible, and the surgical wound is left 
open. This combination of débridement and guillotine 
amputation is done to control infection and is per- 
formed at the most distal level consistent with this 
purpose. Under no circumstances should a closed or 
elective amputation be considered in the initial treat- 
ment. 

The site of definitive amputation is decided at a 
later date when the patient is recovered from any as- 
sociated injury and the possibility of infection in the 
extremity eliminated. A minimum time of two weeks is 
usually necessary. 
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ARTERIAL INSUFFICIENCY 


Arterial insufficiency due to arteriosclerosis, with or 
without diabetes mellitus, will precipitate the indica- 
tions for amputation in about 75 per cent of patients. 
In the remaining patients, thromboangiitis obliterans 
or acute vascular occlusion due to embolism will be 
present. 

Arterial insufficiency may present as an acute or a 
chronic condition, When the deficiency is acute—re- 
sulting from either an arterial embolus or a sudden 
localized thrombosis—the patient may, in addition, 
have underlying chronic arterial disease. In chronic ar- 
terial insufficiency, other modifying factors are often 
present and have an added effect on the local problem. 

Acute Arterial Insufficiency. The patient with acute 
arterial insufficiency due to embolus usually has a nor- 
mal or perfectly adequate peripheral cirgulation which 
is suddenly occluded. If the obstruction is at the bi- 
furcation of the common femoral artery or higher, loss 
of the extremity will eventuate unless early arteriotomy 
is done with removal of the embolus. Extremity survi- 
val has been obtained with embolectomy done as late as 
12 to 14 hours after occurrence. However, delay to this 
extent is ill-advised, and operation should be accom- 
plished at the earliest possible time. Embolic occlusion 
of the popliteal artery will seriously impair the extrem- 
ity, and in selected instances embolectomy may be 
done. 

Acute occlusion due to localized thrombosis is com- 
monly seen in the iliac and femoral vessels. In these 
patients, underlying arterial disease is present, and the 
etiologic factor is usually rupture of an arteriosclerotic 
plaque with subsequent local thrombotic occlusion. In 
selected instances it is entirely proper to consider an 
early surgical attack in the hope that the occlusion can 
be relieved and the extremity thereby preserved. Here 
one is dealing with a more difficult problem: restora- 
tion of arterial flow cannot be assured, as simple 
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thrombectomy without vascular graft may not be suffi- 
cient. 

When sudden high occlusion is not or cannot be re- 
lieved, extremity loss can be anticipated. Under such 
circumstances, operation must be delayed until there 
is no question about viability at the site of election. Am- 
putation done too soon all too frequently will fail— 
resulting in multiple operations at successively higher 
levels. This results in prolonged hospitalization and 
serious mental and physical debilitation of the patient. 
The end result is gained only at very excessive cost to 
the patient. Severe ischemic pain and the desire to save 
the patient hospital days are the usual inducements 
urging early amputation. A minimum of two or three 
weeks of observation and symptomatic treatment will 
delineate the problem, and save the patient months of 
hospitalization. 

In acute occlusion of the femoral or a more proximal 
artery, the surgeon must be prepared to restore con- 
tinuity of flow either by removal of the block or by re- 
placement of the vessel segment. Since it is sometimes 
impossible to differentiate between sudden occlusion 
due to embolus and that due to local thrombosis, the 
necessity of arterial graft is always a possibility for 
which the operator must be prepared. 

Chronic Arterial Insufficiency. In the gradually devel- 
oping deficiency, the classical signs of oxygen want are 
present. There may be a degree of sensory loss, numb- 
ness, tingling and abnormal sensitivity to cold. Physi- 
cal exercise may exaggerate the disproportion between 
oxygen need and oxygen supply, giving rise to a tem- 
porary acute oxygen want which causes muscular 
spasm and pain (intermittent claudication). Nutrition- 
al changes develop concurrently. Thin, inelastic, 
atrophic skin with loss of subcutaneous tissue; failure 
of hair growth; and changes in the toenails are char- 
acteristics of this state. The pedal pulses are usually 
absent. In the diabetic, however, pedal pulses may be 
present because the occlusive process is always more 
advanced in the arterioles and terminal arteries. 

When the above features of arterial insufficiency are 
present, any additional demand for tissue oxygen may 
upset the balance. Careless trimming of toenail or cal- 
lus, a mild contusion, fungous infection, a new pair of 
shoes, a hot water bottle or tincture of iodine have 
precipitated the need for amputation. Thrombosis of a 
previously patent but narrowed vessel may occur. 

The physician is faced with two challenging prob- 
lems—first, the decision to amputate, and second, 
selection of the most distal site at which successful 
amputation can be accomplished. 

Assessing the Local Problem. This local assessment is 
most accurately accomplished by clinical means, and 
consists of studying the reaction of the deficient ex- 
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tremity in its effort to contain and control the super- 
imposed lesion. A fairly accurate quantitative estimat: 
can in this way be made of the competence of the re- 
maining arterial supply and nutrition of the tissues. 

When circulation is borderline, it is not possible on 
first examination to do more than decide in a broad 
way whether chances are good or poor for extremity 
salvage. The extent of the precipitating lesion is ap- 
praised, the usual physical findings of chronic arterial 
insufficiency are noted, and the rate and degree of 
pallor on elevation and rubor on dependency are ob- 
served. With the leg in the neutral position (patient 
supine with level of heart at or just above level of toes), 
filling of the veins previously emptied by elevation is 
observed. If the emptied venous channels do not show 
definite, visible evidence of blood flow within 20 sec- 
onds, a very meager arterial supply is indicated. Anal- 
ysis of these findings will verify that arterial insuffi- 
ciency is present and in a general way, determine its 
extent. Specific information, which cannot be acquired 
by test or measurement, is necessary to judge whether 
conservative amputation (forefoot or toe) can be done 
or whether higher amputation will be necessary. 

Critical observation of the patient over a reasonable 
period of time in the hospital offers the best means 
of accumulating the necessary additional information. 
During this period we aid the process by meticulously 
avoiding traumatic applications or maneuvers. 

The deficient extremity will respond to injury in a 
manner and to a degree compatible with remaining 
vascularity. Thus, the type of local reaction and the 
rate at which it can be controlled becomes important. 
All the responses of normally vascularized tissues are 
seen in the deficient extremity, but they will be altered 
progressively as the deficiency becomes more marked. 
It is essential to recognize these progressive changes to 
arrive at an accurate appraisal. 

Certain outstanding clinical findings associated with 
the response of the deficient extremity will be discussed. 
The typical patient will have pain. If there is an open 
lesion, infection or gangrene or both will be present. 
The picture is usually a composite of these features, 
but in the final analysis each must be evaluated on its 
own merits. 

Pain. The pain of vascular insufficiency is difficult 
for patients to describe. It is usually poorly localized, 
deep-seated, steady and burning or gnawing in char- 
acter. When subsiding, it may be localized to the in- 
volved digit and become intermittent. The milder the 
pain response, the better the vascular supply. Severe 
pain requring medication is always a bad prognostic 
sign. Severe, relentless pain on bed rest indicates a 
very advanced degree of oxygen lack. Such intractable 
pain, persisting under ideal circumstances for seven to 
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ten days, precludes any reasonable hope of salvage of 
the extremity, and high amputation should be done. 
Conversely, the more rapidly the pain subsides under 
treatment, the better the oxygenation of tissues and 
the better the chances of local amputation or healing. 

Infection. A very excellent degree of vascularity is re- 
quired to produce the full-blown local response to sep- 
sis, with edema, cellulitis and suppuration. Such a 
picture, even in the pulseless foot, means excellent nu- 
tritional status and, if infection can be controlled, well- 
planned definitive local surgery can be done with every 
anticipation of success. 

Less typical response to infection means progressive- 
ly inferior vascularity. Such a response shades down 
through subtle changes. Diminished or absent edema; 
a dull, bluish-red cellulitis which may be blotchy; and 
tissue necrosis with thin, watery pus and no suppura- 
tion indicate a severe degree of vascular disease. The 
error commonly made under these circumstances is to 
attempt surgical drainage. This will lead to more ex- 
tensive necrosis and gangrene. If this type of reaction 
does not respond to conservative measures, a high 
level of amputation will be necessary. The extreme of 
this reaction (or lack of reaction) is seen with the 
indolent, open lesion, intractable pain and little sur- 
rounding inflammation. 

Gangrene. If gangrene of a digit is present, the rapid- 
ity of demarcation or lack of demarcation is of utmost 
significance. Demarcation in gangrene is a function of 
circulation and will take place only at a level where 
blood supply is adequate. Thus, the rapidity with 
which a clear-cut line of separation between gangren- 
ous and living tissue develops is important to note. In 
relation to gangrene, an even more significant finding 
in the deficient foot is the beginning separation of the 
line of demarcation. This may be likened to the isola- 
tion of a foreign body, and it is further confirmation of 
the capacity of viable tissue to undertake the compli- 
cated process of extrusion and repair. 


Preoperative Program 


A period of hospitalization on complete bed rest is 
an essential preliminary to amputation. The patient is 
placed in bed with the level of the heart slightly above 
the tip of the toes when the patient is in the supine 
position. This neutral positioning of the patient elimi- 
nates the undesirable effects of relative elevation or de- 
pendency of the extremity. Bed rest eliminates the ad- 
ditional demands which ambulation places upon the 
arterial supply and permits the maximum circulatory 
effort to be directed toward control of the local lesion. 

Except where circulation is totally inadequate, there 
will be definite improvement with bed rest alone over a 
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Figure 1. Simple toe amputation. (a) Retraction of adjacent toes, 
control of the digit with a towel clip; racquet incision (note dorsal ex- 
tension). (b) Digit amputated just distal to the head of the proximal 
phalanx. (¢) Linear closure in one layer without tension. Depend- 
ing upon the location of the defect, the placement of the skin incision 
may be varied to obtain closure without tension. Amputation of the 
first digit is more difficult due to the broad stump of the proximal 
phalanx and the relatively less soft tissue for satisfactory closure. 
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Figure 2. Toe and metatarsal head amputation (applies to second, 
third and fourth toes). Dorsal (a) and plantar (b) views showing 
proper through and through surgical defect to obtain complete ex- 
tertorization and to control extension of sepsis. As much soft tissue as 
possible is preserved, and the metatarsal bone is transected just 
proximal to the head. The defect is left open or, in selected instances, 
may be partially closed. No closure should be done which might trap 
sepsis and permit extension of infection. Great care is necessary to 
avoid injury to intact adjacent metatarsophalangeal joint structures. 
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period of 24 to 72 hours. If infection with suppuration 
is a prominent feature, the initial treatment is simple de- 
compression—usually done at the bedside—with bac- 
terial culture and determination of sensitivity to specific 
antibiotics. More definitive drainage may be necessary 
at a later date, but should be delayed until the extent 
of the process is more clear-cut. Dressings are of the 
simplest nature and designed to prevent further con- 
tamination or injury. Topical applications are restricted 
to harmless agents such as saline dressings. Constant 
application of even saline dressings, however, produces 
maceration and further complicates the picture. Anti- 
biotics are used when specific sensitivity of proven or- 
ganisms is shown or there is invasive infection. 

If, over a period of three or four days under this treat- 
ment, there is progressive improvement and it appears 
that infection and gangrene can be localized to the dig- 
its, the surgeon is justified in continuing the program, 
with conservative amputation as the objective. Over a 
ten-day to two-week period of observation the rapidity 
with which infection is controlled and gangrene is lim- 
ited offers the essential information. 

Where sepsis is the prime consideration—as so often 
occurs in the diabetic—it may be necessary during this 
period to do an open guillotine-type amputation of dig- 
its (sometimes including the metatarsal heads) in order 
to exteriorize and decompress trapped suppuration as 
an adjunct to the above program. As mentioned earlier, 
this does not pertain to the patient with marked arte- 
rial insufficiency. 

It is seldom justifiable to continue this program be- 
yond a three-week period except in very selected in- 
stances. If the situation is not completely controlled or 
well on the way to control at the end of three weeks, 
conservative amputation is unwarranted, as the chance 
of success is too small. 

When diabetes mellitus is present, its influence on 
the local problem should be carefully evaluated. An ade- 
quate degree of circulation may appear inadequate due 
to local arterial thrombosis (‘‘diabetic gangrene”’), or a 
foot with bounding pulses and an indolent infection 
may fail to heal. In addition, the influence of neuro- 
pathic (trophic) changes and infection with normal or 
with diminished arterial circulation is of major impor- 
tance. These factors must be correlated with the under- 
lying circulatory status. 


Timing of Amputations 


Definitive amputations about the knee (supracondy- 
lar, Gritti-Stokes and low leg) can be accomplished suc- 
cessfully providing invasive infection is not present and 
gangrene does not extend above the ankle. 

Selecting the time of forefoot and toe amputations, 
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on the other hand, is more critical. Here the surgeon 
contemplates a healed surgical incision made only a 
few millimeters proximal to an area of gangrene through 
tissue that is viable but deficient in arterial supply. It is 
apparent, then, that there must be no question what- 
ever as to what is viable and what is not viable. There- 
fore, definitive amputation of forefoot or toes is never 
done in the presence of a still active process. Infection 
must be controlled and gangrene sharply demarcated. 
In the forefoot there is no place for closed or open am- 
putation designed to halt advancing gangrene. Ill-timed 
surgical intervention done in defiance of these princi- 
ples will result in more extensive necrosis, and the op- 
portunity for successful local amputation will be lost. 
However, open amputation of a toe or toes to control a 
suppurative process is a sound procedure. 


Technique of Amputation 


The basic technical objective is the minimum of tis- 
sue reaction at the site of amputation. Each maneuver 
that adds an increment of trauma or foreign body reac- 
tion in the surgical wound will compromise the result 
by that much. In this regard, the simplest surgical pro- 
cedures involving the least manipulation are the best. 
Tissues are handled with great care. Tissue that is in- 
jured by excessive exposure or rough handling will place 
an additional burden on the healing process. Hemo- 
static material is of the smallest caliber to minimize the 
foreign body reaction. In forefoot and toe amputations, 
closure is in one layer, using fine stainless steel or equal- 
ly nonreactive skin sutures. Exposed tendons are sev- 
ered cleanly, flush with the wound surface. Major nerves 
are delivered from the wound by traction. A ligature 
for hemostasis is placed as high on the nerve as pos- 
sible, and the nerve severed just distal to the ligature. 
When released, the nerve will retract. This displaces the 
severed nerve well away from the stump end and mini- 
mizes the possibility of a painful neuroma developing. 

When done for gangrene, all amputation incisions 
are closed. The procedure must be planned to permit 
primary closure without suture-line tension. Conserva- 
tive amputation done at a time of election for gangrene 
implies marginal circulation, and the closed incision 
will have the better opportunity to heal successfully. 

When nutrition is excellent and infection is the prob- 
lem, open amputation designed to control sepsis may 
be done. Open amputation is preliminary to a later de- 
finitive procedure, but (more rarely) may be the defini- 
tive procedure—anticipating closure by secondary su- 
ture or secondary intention healing—with or without 
skin graft. 

In brief, the surgeon must select the procedure re- 
quiring the least manipulation and must accomplish it 
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Figure 3. Toe and metatarsal head amputation (applies to first and 
Sifth digits). Racquet incision (a) with handle extending along shaft 
of metatarsal bone. Metatarsal transected obliquely (b) with bevel 
slanting toward heel. This minimizes subsequent bony prominence. 
No closure should be attempted. 


109 























with dispatch and care if the anticipated good result is 
to be obtained. 


CONSERVATIVE AMPUTATIONS 


All amputations at or distal to the metatarsal level are 
considered conservative. The ankle and tarsal joints are 
left intact and there is sufficient length of foot for good 
function without use of a prosthesis. The need for am- 
putation is almost always precipitated by trouble start- 
ing on or about the toes. When trouble first starts and 
deficient arterial supply is present, it is well to carefully 
weigh the pros and cons of prophylactic removal of all 
remaining toes or of a prophylactic transmetatarsal 
amputation. Properly conceived and executed, such 
prophylactic amputation will give gratifying long-term 
results. 

Simple Toe Amputation. Figure 1 illustrates ampu- 
tation of single or multiple toes through the proxi- 
mal phalanx, preserving intact the metatarsophalangeal 
joint. Only rarely is frank gangrene an indication, since 
too much of the digit will be involved and nutrition at 
the base of the toe inadequate. Infection in pressure 
points and around the nails—with or without osteo- 
myelitis—is the usual indication. The process must be 
confined to the distal portion of the digit. Open, sim- 
ple toe amputation is done for chronic but local infec- 
tion of soft tissue or bone where pedal pulses are present 
or nutritional status of the foot is excellent. Single or 
multiple toe amputations may be done prophylactically. 
Hammer toes, stiff digits subject to pressure, and mul- 
tiple areas of recurrent trouble are indications for pro- 
phylactic toe amputation. Removal of one toe frequently 
jeopardizes the adjacent digit. Under these conditions, 
prophylactic amputation of the remaining toes leaves a 
foot with a minimal chance of future serious trouble and 
of excellent functional capacity. 

Toe and Metatarsal Head Amputation. Infection about 
the metatarsophalangeal joint, with or without osteo- 
myelitis, is the common indication for this procedure 
(Figures 2 and 3). This condition is commonly seen in 
the diabetic patient with excessive callus underlying a 
prominent metatarsal head. Necrosis of the callus with 
subsequent infection and perforation into the joint en- 
sues. Most frequent sites are the first, fifth and third 
joints. Nutritional status is characteristically good, and 
pedal pulses frequently are present. 

Excision of toe and metatarsal head leaves a defect 
that can be only partially closed. The rigidity of the 
defect, the lack of available soft tissue and the presence 
of infection are the limiting factors. Within these limi- 
tations, partial closure is indicated to obtain a linear 
scar and to shorten the period of convalescence. 

This procedure alters weight bearing by relocating 
pressure points to a far greater degree than other con- 
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servative amputations. Thus, adjacent or other digits 
are jeopardized and not uncommonly break down. When 
this situation develops (or, perhaps, if it can be an- 
ticipated) a transmetatarsal amputation will give a less 
vulnerable foot with only slightly increased functional 
limitation. 

Transmetatarsal Amputation. Amputation across the 
metatarsal shafts just proximal to the metatarsal heads 
is shown in Figure 4. All five or all remaining digits 
are removed. 

This procedure is done for arterial insufficiency when 
simple toe amputation cannot be done with assurance 
of success; for infection when soft tissue and bone de- 
struction is too extensive for a more conservative pro- 
cedure; for recurrent trophic ulceration (diabetic neu- 
ropathy) if the anesthetic weight-bearing surface can 
be excised or transplanted dorsally; and prophylacti- 
cally in selected instances. 

When this operation is done for arterial insufficiency, 
gangrene involving one or more digits is usually pres- 
ent or there may be multiple indolent, superficial lesions 
of the toes. Infection arising in one toe may dissect 
across the foot at the base of the proximal phalanges 
with involvement of metatarsophalangeal joint tissues. 
This occurs commonly in the diabetic, with or without 
neuropathy. The operation is a sound prophylactic 
procedure in the pulseless extremity where the toes are 
atrophic and rigid or deformed (thus very vulnerable), 
or where there are multiple superficial lesions that fail 
to heal properly or that recur. 

Whatever the indication, the defect must be con- 
fined to a level distal to the heads of the proximal pha- 
langes, and the entire plantar flap must be viable. The 
only exception is where circulation is excellent and in- 
fection has destroyed the metatarsophalangeal joint or 


joints. Here the procedure is staged, with control of 
sepsis by open amputation followed by the closed de- 
finitive procedure. 


Figure 6. Supracondylar amputation. A circular skin incision (a) is 
made just at the proximal margin of the patella through the patella 
tendon. The incision is deepened in the same plane down to the femur, 
exposing the femoral vessels and the sciatic nerve. Vessels are sep- 
arated from each other and individually ligated. The sclerotic artery 
should be crushed at the level of ligature to assure a secure tie. The 
nerve ts delivered by traction, ligated for hemostasis as high as possi- 
ble, severed and permitted to retract. The femur is severed with a 
saw just above the flares of the condyles and 1¥% to 2 inches above 
the plane of the soft tissue incision. The quadriceps tendon is sutured 
(b) to the fascial envelope of the lateral hamstrings. This helps 
stabilize the femur medially. Severed ends of remaining muscle 
groups are closed with a few interrupted sutures for hemostatic pur- 
poses. Closure is completed (¢ and d) by approximating anterior and 
posterior fascia with interrupted sutures followed by skin closure. 
There should be no tension in this closure. Tension indicates that the 
femur is too long and must be shortened. 
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AMPUTATION ABOUT THE KNEE 


Amputations done from the level of four inches above 
the knee joint (supracondylar) to six inches below the 
knee joint (low leg) are shown in Figures 5 and 6. It is 
only rarely necessary to go above this level and there is 
no practical site between the low leg and the transmeta- 
tarsal level in patients with arterial insufficiency. 

All such operations sacrifice the knee joint except the 
low leg amputation. The low leg and supracondylar sites 
are usually chosen. Supracondylar amputation is the 
least traumatic and most certain of success and, as such, 
has earned an established place among amputations 
done in this area. Low leg amputation requires more 
dissection than the supracondylar procedure. This 
places greater demands on the healing process, and 
better vascularity is necessary than is usually found at 
this level in this group of patients. Local complications 
in the surgical wound (infection, necrosis and persistent 
edema) are more common. Late complications requir- 
ing reamputation are more common. These include in- 
tractable pressure necrosis of the stump end and late gan- 


grene resulting from popliteal artery occlusion. These 
factors limit the number of patients who are suitable 
candidates for this procedure. However, the advantages 
of a knee joint are such that this amputation is well 
chosen for the active patient of normal weight, not re- 
quired to stand for long periods, who has excellent 
nutrition at this level. 

The Gritti-Stokes amputation is done through the 
knee joint using the patella fixed over the transected 
femur as a pad for the end, weight-bearing stump. The 
small increment in length thus obtained gives in- 
creased mechanical advantage over the shorter supra- 
condylar stump. A well-healed Gritti-Stokes amputa- 
tion is serviceable and will tolerate hard usage. The 
tissues in this field are not normally very vascular, and 
arterial disease adds to this deficiency. Also, a sound 
stump requires fusion or pseudoarthrosis of patella and 
femur—a more protracted process than soft tissue 
union. Therefore, wound complications are more com- 
mon. For these reasons, only the younger, more active 
patient who requires a more serviceable stump is se- 
lected for this procedure. 





Rushing into Print 


THERE IS A TENDENCY these days among scientists to rush 
into print. More often now than ever before some scientists, 
having submitted a communication for publication, eventu- 
ally ask to withdraw it or to be allowed to modify it because 
they either have discovered an error or have since learned 
that some of the work has been done elsewhere. This 
tendency is also revealed in the appalling state of cor- 
rected proofs received from some authors—sometimes 
peppered with corrections and changes which are, at the 
least, very expensive to make. Rushing into print is also 
inspired by the bugbear of priority. For example, the 
request by an author that his communication should be 
treated as urgent because he has learned that similar work 
is being done elsewhere is now treated like the cry of 
“Wolf! Wolf!” Requests of this sort are happening far too 
often. How refreshing it is when one team of workers, 
having heard that another is working along the same lines, 
contacts the group and arranges a joint communication. 

There is much complaint today concerning the amount 
of scientific literature that each scientist must read if he 
is to keep pace with his own subject. There are many 
reasons for this overwhelming spate, not the least of which 
is the overenthusiasm of scientists themselves. Too many 
of them imagine that just because they have written a 
scientific paper it is worthy of publication. The result 
is that the whole field of our literature extends over a 
wide range of scientific merit. 
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Much of the detail published in a research paper is of 
limited interest and value. Men of science might well 
consider publishing only the main points of their research 
and filing the rest for possible reference. It was the late 
Lord Rutherford who once said that when writing a letter 
to Nature if you cannot say all that is really necessary in 
500 words or less, then something is wrong. If every 
scientist throughout the world believed this and took it 
to heart, then I can visualize even Nature having no time- 
lag in publication at all. It is significant that, though 
Nature frequently returns a communication to an author 
with a request that it be reduced to two-thirds or one-half 
of its present length, I can recall only two or three in- 
stances in the whole of my more than a quarter of a century 
connection with Nature of an author replying that he 
could not cut his communication. 

I rather imagine it would be a good idea if every com- 
munication submitted were returned without even being 
read by the editor, with a covering note asking: (i) Are 
you sure you have said what you want to say? (ii) Have 
you said it in the minimum number of words? (iii) Is it 
worth saying at all? Too many scientists, especially young- 
er ones, seem to assume that the value of a scientific paper 
varies directly as its length. I would strongly urge that 
men of science thoroughly train themselves to hold their 
lips tight and their pens dry until they know the facts 
or are sure of what they wish to say.—L. J. F. Browsze, 
Nature (London), from an editorial in Science, 122:949, 
1955. 
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Practical Therapeutics 


Clinical Conditions Associated with Abnormal Relations 
of Pulmonary Ventilation and Blood Flow 


BY WILLIAM S. McCANN, M.D. 


Medical Clinic, University of Rochester Medical Center 


Rochester, New York 


Pariry must be maintained between alveolar ventila- 
tion (the amount of tidal air that mixes with the air 
remaining in the alveolar spaces) and the amount of 
blood flowing through the alveolar capillaries in a given 
unit of time. This concept is simple and well estab- 
lished. On the maintenance of this parity depends the 
constancy of composition of the alveolar air and the 
arterial blood. 

As the metabolism of the body changes from rest to 
activity, the ratio of alveolar ventilation to blood flow 
remains unchanged, and the composition of the blood 
is also constant, particularly in regard to the gases, 
CO, and O2. Within the lungs ventilation and blood 
flow are not uniform throughout, local changes are con- 
tinually occurring during activity and postural change, 
and are internally compensated for, so that the ratio is 
maintained. 

Changes in the ratio occur with pathologic altera- 
tions (1) in the ventilatory and circulatory mechanisms 
themselves, (2) in other mechanisms affecting the com- 
position of the blood, and (3) in the nervous mechan- 
isms coordinating these relationships. However the 
change in the ratio of ventilation (V,) to blood flow (F) 
may be brought about, a ratio greater than 1 means 
relative hyperventilation, and one that is less than 1 
means relative hypoventilation. 

In round numbers the arterial blood and alveolar air 
of a normal person in homeostatic equilibrium have the 
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following characteristics: CO, has a partial pressure of 
40 mm. Hg; O, a partial pressure of 100 mm. Hg; and 
the reaction of the blood is expressed by a pH of 7.4. 
If ventilation is increased relative to blood flow (V,/F 
greater than 1), then pCO is less than 40 mm. Hg, pO, 
may increase a little above 100 mm. Hg, and the pH is 
greater than 7.4. Hyperventilation then causes hypo- 
capnia and alkalosis. On the other hand, if blood flow 
is increased relative to ventilation (V,/F less than 1), 
we have a hypoventilation accompanied by hypercapnia 
(pCO, above 40 mm. Hg) and hypoxia (pO, below 100 
mm. Hg) and a respiratory acidosis (pH below 7.4) 
(Table 1). 

The physiologic investigations upon which the fore- 
going statements depend make heavy reading for the 
busy practitioner unless he is familiar with the elabor- 
ate techniques employed and the technical jargon that 
has grown up around them. Those who are curious 
must refer to key articles in the literature or to Com- 
roe’s beautiful summary of current cardiorespiratory 
physiology. 

Some of the clinical conditions under which hyper- 
ventilation occurs are as follows: emotional disturb- 
ances, carbon monoxide poisoning, mountain sickness, 
the early stages of lobar pneumonia, the early stages of 
left heart failure or “low output” failure, salicylate in- 
toxication, early nodular silicosis and miliary tuber- 


culosis (Table 2). 
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| MYPOVENTILATION 
Poliomyelitis (respiratory muscles) 
Emphysema, asthma 










Those conditions under which hypoventilation may 
occur are: narcosis (morphine, CO), poliomyelitis in- 
volving respiratory muscles, the “high output” types 
of heart failure, asthma, bronchitis, bronchopneumo- 
nias. 


Hyperventilation 


Mountain Sickness. In ascent to high altitudes, hyper- 
ventilation is probably due to the “hypoxic drive,” a 
mechanism of great importance to our understanding 
of the ventilation. By means of the hypoxic drive, the 
respiratory center is driven to augment its activity by 
afferent stimuli originating in hypoxic tissues in special 
chemoreceptors and transmitted to the respiratory cen- 
ter through the vagus nerve. The events that transpire 
in an unacclimatized man are well illustrated by obser- 
vations made by Edwards. 

In such a case, the low atmospheric pressure of 
oxygen results in a lowering of the oxygen tension in 
the alveoli and arterial blood and, hence, in the amount 
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available to the tissues. While ventilation and blocd 
flow are probably both increased by the effect of hy- 
poxia on the medullary centers, the ventilation receives 
additional augmentation as a result of the “hypoxic 
drive.” The result of this is to bring about a pumping- 
out of carbon dioxide. The body may compensate for 
this loss by shifting chloride from the plasma and by 
renal excretion of base, leading to a lowering of the 
alkaline reserve (bicarbonate) of the blood, accom- 
panied by a slight alkalosis. Thus we have at high alti- 
tude the typical hyperventilation situation with hypo- 
capnia and alkalosis. 

In addition to the “hypoxic drive” there is another 
important result of the compensation for overventila- 
tion. Recent studies by Tenney have shown that the 
sensitivity of the respiratory center is enhanced when 
the bicarbonate of the plasma is decreased, and vice 
versa. By lowering the alkaline reserve, the respiratory 
center responds more readily to a diminished stimulus 
from carbon dioxide. We shall see this situation in re- 
verse when we come to discuss emphysema. 

Carbon Monoxide Poisoning. This condition leads to 
a situation resembling in general that of mountain sick- 
ness. Thus Yandell Henderson showed that there was 
overventilation resulting in low CO, tension and reduc- 
tion of the alkaline reserve, which was not due to an 
acidosis. Henderson did not know the mechanism of 
the “hypoxic drive” and its relation to the chemore- 
ceptors. He attributed the hyperventilation to a hypo- 
thetical substance called “hyperpnein.” However, as a 
result of his studies he reached the important conclu- 
sion that the state of “shock” that accompanied the 
hypocapnia was due to the effect of CO, loss upon the 
venous return. When his patients were given pure 
oxygen, their circulatory condition did not improve, 
but when a mixture of CO, and O: was given, the 
venous return improved and consequently the cardiac 
output increased and the state of “‘shock”’ disappeared. 

Hysterical Hyperventilation. This accompanies emo- 
tional outbursts in neurotic people and differs from the 
two situations just described in that there is no hypoxia 
involved and, hence, no “hypoxic drive.” The arterial 
blood is, therefore, well saturated with Oz, and cyanosis 
is not apparent. 

If the intensity is great enough, or if the hyperventi- 
lation is prolonged enough, one may observe the onset 
of tetany. Numbness and tingling of the extremities 
may be noted, and following this Trousseau’s sign may 
be elicited by constriction of the arm, and Chvostek’s 
sign by tapping over the facial nerve. Signs of tetany 
rarely appear until the carbon dioxide tension has been 
reduced below 26 mm. Hg in the alveolar air or arterial 
blood. There is usually also light headedness, confusion 
(associated with the diminished cerebral circulation) 
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and faintness (from the lowered blood pressure, due to 
the acapnia). Voluntary hyperventilation has been car- 
ried to the point of producing tetanic convulsions. 

Lobar Pneumonia. In the early atelectatic and con- 
gestive phases of this disease, a localized portion of the 
lungs is deprived of its ventilation while its blood flow 
is still maintained. The anoxic blood from this area, 
mixing with well-aerated blood from other portions, 
results in hypoxia, thus setting up the “hypoxic drive” 
on the ventilation as a whole. As a result of this, hy- 
pocapnia, falling blood pressure, and some degree of 
respiratory alkalosis occur. 

However, as consolidation continues to develop 
through red hepatization to grey hepatization, the 
blood flow through the consolidated lobes is reduced, 
while the blood flow through the aerated lobes is in- 
creased. As a result, the cyanosis clears, hypoxia di- 
minishes, and the ventilation comes more nearly into 
balance with blood flow. 

Before the advent of chemotherapy or antibiotics, 
there was a temporary vogue for treatment of early lobar 
pneumonia by the induction of artificial pneumothorax, 
by means of which the ventilatory capacity was reduced 
and the shock-producing hypocapnia thus prevented. 
This maneuver was frequently quite successful, in that 
fever was reduced, pain relieved, and the downward 
course of blood pressure halted, even though the active 
inflammatory process in the involved lobes continued to 
pursue its course. While modern treatment with anti- 
biotics has superseded this procedure, it did demon- 
strate that the worst and commonest features of a fatally 
progressing pneumonia—hyperventilation, hypocap- 
nia and shock—could be combated by deliberate im- 
pairment of the ventilatory capacity. At that time, to be 
sure, the mechanism of the “hypoxic drive” was not 
appreciated though the fact of hyperventilation was 
known, and morphine was employed, not merely to 
relieve pain, but to hold the respiratory volume down 
to effective levels. 


Discussion 


To recapitulate briefly, we have seen in the foregoing 
examples of hyperventilation the way in which hypoxia 
has augmented the ventilation by means of the “drive” 
mediated by the chemoreceptor system, carrying affer- 
ent impulses through the vagus to the respiratory cen- 
ter. As a result, hypocapnia develops and, in compen- 
sation for this, the blood bicarbonate is lowered by 
chloride shifts and by renal excretion of base, and this 
mechanism also heightens the sensitivity of the respira- 
tory center. 

There are other factors that enter into these disturb- 
ances of ventilation and blood flow, which are still in- 
completely explored, and of which the reactions are less 
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predictable. For one thing, there is the system of stretch 
receptors which affect the depth of breathing by limit- 
ing the degree of inflation through the Hering-Breuer 
reflexes. It is obvious that this system could be readily 
influenced by circulatory, inflammatory and fibrotic 
changes within the lungs and pleura, which alter the 
elasticity and compliance of the lungs. When one ob- 
serves the dyspnea of a patient in the early stages of 
miliary tuberculosis, before the tubercles are visible in 
the chest x-ray, one is tempted to speculate on the way 
in which these interstitial miliary lesions alter the ac- 
tion of the stretch-receptor system. The same thing 
may be said of individuals with early silicosis before the 
x-ray diagnosis is firmly established. The fact that these 
disorders have a hyperventilatory stage cannot be well 
documented. We are more familiar with the pathologic 
physiology of the more advanced stages of fibrosis in 
which secondary emphysema and hypoventilation are 
observed. 

We know also that there are mechanisms by means 
of which hypoxia increases the resistance to the blood 
flow through the lungs. It has been thought that this is 
brought about by the formation of histamine in the 
hypoxic lung. To the extent that the circulation 
through the lung is slowed by this pulmonary resist- 
ance, it would operate in the direction of hyperventi- 
lation at first. However, histamine is also a broncho- 
constrictor and a capillary dilator, and the results of 
these actions are more likely to bring about a hypoven- 
tilation as the net result. 

The complexity of these interrelationships also 
comes out in any consideration of circulatory failure, 
which I believe often begins with a hyperventilation and 
later passes into a hypoventilatory state. I should pre- 
fer to discuss circulatory failure last, after we have 
looked into the problem of hypoventilation more fully. 


Hypoventilation 


Emphysema. The most frequent clinical examples of 
hypoventilation are to be found in cases of obstructive 
emphysema. The ventilatory component in this dis- 
order is better known than the circulatory. The em- 
physematous lungs have a very uneven ventilation. This 
is coupled with the fact that the residual volume, with 
which the tidal air must mix, is greatly increased. It is 
also well known that, in well-established obstructive 
emphysema, CO; tends to accumulate. At first the body 
compensates by increasing the bicarbonate of the plas- 
ma and diminishing the chloride. As the limits of this 
compensation are reached, the CO, tension of the 
arterial blood increases and respiratory acidosis ensues. 
The rise in bicarbonate level of itself diminishes the 
sensitivity of the respiratory center, which is further 
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Faitere in Ventilating Fells a Gtawestive tuplyseme. 





STAGE COMPENSATION 
|. Mild hypoxia and hypercapnia. Increased bicarbonate. 
Decreased chloride. 


I. Increased hypoxia, hypercapnia. “Hypoxic drive.” 
il, Narcosis of respiratory center due Diminished ventilation in spite of 


to hypercapnia and hypercarbia. hypoxic drive. 


Increased blood flow. 
IV. Failure of ventilation due to High output failure of 
morphine, O2, bronchitis, circulation. 
bronchopneumonia. “Cor pulmonale.” 





Table 3. 


narcotized by the accumulation of CO:. During this 
phase the activity of the respiratory center is largely 
maintained by the “thypoxic drive.” If this drive is 
diminished by the administration of oxygen, ventila- 
tory activity is still further depressed (Table 3). 

While these ventilatory changes are taking place, 
there may be at first no significant alteration of blood 
flow through the lungs. In the later stages, however, 
hypercapnia and acidosis are accompanied by accel- 
eraticn of circulation time and increase in blood flow 
until “high output” congestive failure develops. Such 
an eventuality may be precipitated by the administra- 
tion of morphine, or oxygen, or both. It is not infre- 
quently precipitated by the intercurrence of a diffuse 
bronchitis or a bronchopneumonia. 

In such a crisis digitalis is of little use. Venesection 
may be palliative. The rescue of such a patient largely 
depends on mechanical hyperventilation of the lungs 
in a respirator, as Whittenberger first showed. 


Circulatory Failure 


The “high output” types of circulatory failure are 
not primarily dependent on abnormality of the heart, 
which may have excellent functional capacity until it is 
overwhelmed or deluged by a flood of venous blood. 
Examples of this type of failure, other than emphyse- 
ma, are those arising from arteriovenous fistula, hyper- 
throidism, beriberi, cirrhosis of the liver, Paget’s os- 
teitis and severe anemias. In any one of these condi- 
tions, compensation may be maintained by a high level 
of ventilation, and by the same token, failure could be 
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precipitated by any intercurrent disorder or therapeu- 
tic measure that would impair the ventilatory capacity. 

The “low output” failures of the circulation are 
largely those in which some form of primary heart dis- 
ease exists, if we exclude traumatic and hemorrhagic 
shock, and the hypocapneic shock of mountain sick- 
ness. As the classical example of low output heart fail- 
ure, I shall choose that of occlusion of a coronary 
artery. 

As a general rule, the first events following a sizable 
coronary occlusion are those of shock, in many in- 
stances subsequently followed by congestive heart 
failure. 

It is only fair to say that there are no complete 
studies of the circulatory and ventilatory events in such 
acute cases in man. We can, however, piece together 
fragmentary bits of evidence with which to construct a 
reasonable surmise as to the events taking place. 

While I cannot, at this time, offer you a complete 
statistical study of the coronary occlusions that have 
been treated on my service during the past 30 years, I 
have some very definite impressions as to the success or 
failure of different plans of management. Each of you 
can test these views against your own experience. 

It seems to me clear that the majority of patients 
who survive a coronary occlusion are those who receive 
only morphine, oxygen and bed rest, until the shock 
subsides. I have a most unfavorable impression of the 
efficacy of using vasopressor drugs to combat shock in 
such cases. My estimate is that about 75 per cent of 
those who receive these vasopressor drugs die. This 
may not necessarily mean that death is attributable to 
the vasopressors, which may have been used after the 
classical morphine-oxygen regimen had failed to relieve 
shock. On the other hand, I have never been able to 
convince myself of the wisdom of increasing the resist- 
ance of the vascular bed into which a weakened and 
damaged ventricle had to discharge its blood. Whether 
or not vasopressors do harm, they can do little good if 
the infarct is a very large one, or if ventricular tachy- 
cardia or fibrillation develops. 

What reasons may be advanced to support the con- 
ventional use of morphine and oxygen in the shock 
phase of a coronary occlusion? It seems to me that the 
events are probably as follows: (1) Tissue hypoxia 
stimulates the hypoxic drive through the chemo- 
receptor. (2) The resultant hypocapnia from hyper- 
ventilation diminishes the venomotor activity so that 
the low venous return cuts down the volume of cardiac 
output. 

When one gives morphine, he not only relieves the 
pain of the occlusion, he also depresses the respiratory 
center and diminishes ventilation. When oxygen is 
given, the hypoxic drive is diminished, and between 
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these two measures, the hypocapneic shock is relieved 
by correction of the hyperventilation. 

The following are the figures from the record of a 
patient who was in a long period of shock following a 
coronary occlusion: While breathing room air the 
arterial pCO, was 40 mm. Hg and the O, tension 
44 mm. Hg, representing a saturation of the hemo- 
globin of only 71.5 per cent, and the pH was 7.48. 
When 100 per cent oxygen was inspired, the pCO; rose 
from 40 to 52 mm. Hg, the oxygen saturation rose to 
95.6 per cent, and the pH fell to 7.38. As a result of 
this, the patient came out of shock. Prior to the admin- 
istration of oxygen, some morphine had been admin- 
istered, and it is believed that this accounts for the 
fact that the pCO, was at 40 mm. Hg before oxygen 
was given. The low level of oxygen and the alkalinity 
indicated by a pH of 7.48 indicated that hyperventila- 
tion was still continuing in spite of some morphine. By 
giving oxygen, this drive was eliminated, and the hyper- 
ventilation ceased, and hypocapnia and shock were 
relieved. 

In a critically ill patient like this, measurements of 
the blood flow were out of the question. Who can 
doubt that it was reduced in profound shock or that 
the ratio of ventilation to blood flow was increased by 
reduction of the denominator of the fraction as well as 
by increase in the numerator? 


Cardiac Asthma 


In closing I would like to engage in a little specula- 
tion on the significance of cardiac asthma. The ap- 
pearance of this condition often precedes by some time 
the onset of frank congestive failure. In a typical case, 
the patient may have gone to bed without orthopnea 
but awakens later with a sense of suffocation and urgent 
orthopnea. Bronchial sibillants may be heard in the 
chest. If morphine is given, the attack may subside, and 
the patient may go to work next day. If nitroglycerin 
or aminophylline is given, the same result may ensue. 
If nothing is done, the attack may pass into one of con- 
gestive failure and edema of the lungs. 

Many explanations have been advanced for these 
nocturnal paroxysms of dyspnea. I would like to sug- 
gest another. Let us assume that during sleep a hyper- 
ventilatory state had arisen, and that CO, was pumped 
out to a dangerous level of hypocapnia. In sudden 
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alarm the compensatory mechanisms calculated to stop 
the further loss of CO, would begin to operate. One 
compensatory device that would be effective in doing 
this would be an acute bronchoconstriction. This would 
quickly increase the residual air volume, and would not 
only stop COz loss but would elevate the pCOs. If the 
bronchial constriction were sufficiently vigorous or 
were unduly prolonged, the transition into a state of 
congestive failure would occur. 


Summary 


I have tried to illustrate the importance of the “hy- 
poxic drive” in bringing about hyperventilatory states 
at high altitudes; in carbon monoxide poisoning; in 
lobar pneumonia; and in the shock that follows coronary 
occlusion. We can reduce this drive by giving oxygen 
and by reducing the sensitivity of the respiratory center 
with morphine, and sometimes by adding CO, to the 
oxygen inhaled, to prevent the circulatory shock that 
accompanies hypocapnia and respiratory alkalosis. 

In the hypoventilatory states, such as occur in em- 
physema and bronchitis or bronchopneumonia, there 
are hypercapnia and respiratory acidosis, leading to 
‘high output” failure of the circulation. In such states, 
it is dangerous to depress the respiratory center with 
morphine, and the use of oxygen to diminish the 
hypoxic drive may lead to disastrous results, since the 
loss of this drive will further cripple the already 
damaged ventilatory mechanisms. 

Some speculation on the significance of “cardiac 
asthma” has been indulged in, and the controversial 
question regarding the use of vasopressor agents in the 
shock of coronary occlusion has been discussed. 

William Harvey once said, referring to death from 
circulatory failure, ““There are two kinds of death, 
failure from lack and suffocation by an excess.” We can 
see the essential truth of this statement in connection 
with “low output” and “high output” failures of the 
circulation. 

In this concept “failure from a lack” would be prima- 
rily the result of hyperventilatory lack of COs, leading 
to low venous return and low cardiac output. “Suffoca- 
tion from excess” would be primarily hypoventilatory 
excess of CO, leading to excessive venous return and 
high rates of blood flow sufficient to deluge the heart 
and cause it to fail. 
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Basal Tuberculosis 


Figure 1. Basal tuber- 
culosis with large 
cavity in superior seg- 
ment of right lower 
lobe. 


Figure 2. Multiple 
tuberculous cavitiesin 
left lower lung field. 
If this picture is 
viewed upside down, 
it looks conventionally 
tuberculous. 


Figure 3. Same patient 
as in Figure 2 (6 
weeks later). Associ- 
ated bronchial tuber- 
culosis is denoted by 
atelectasis of left 
lower lobe. 


Figure 4. Same pa- 
tient as in Figures 2 
and 3(7 months 
later). Bronchogram 
demonstrates con- 
tracted, bronchiectatic 
left lower lobe. 








ALTHOUGH pulmonary tuberculosis most common), 
involves the upper half of the lung fields, it should be 
recognized that the lower half of the lungs may be the 
site of this disease. The true incidence of this form of 
tuberculosis cannot be estimated because accurate lo- 
calization depends on the use of lateral roentgeno- 
grams. Thus, lesions at the hilar and perihilar regions 
in the posteroanterior view are commonly seen to be 
in the superior portion of the lower lobe when lateral 
views are made. 

Therefore, if hilar and perihilar tuberculous infil- 
trates were topographically defined, the true incidence 
of basal lesions would be known. 

Another cause of confusion is variation in terminol- 
ogy, for some prefer to speak of lower-lobe tubercu- 
losis, hilar tuberculosis or perihilar tuberculosis instead 
of basal tuberculosis. Since the term, basal implies 
involvement of the lower part of the lungs and there- 
fore includes the middle lobe and lingular portion of 
the upper lobe, it would seem preferable to the other 
designations. 

This does not deny the fact that densities in the 
upper half of the lung fields may actually be situated 
in the lower lobe which frequently extends higher 
than is usually supposed. However, when present in 
the upper lung fields, such lesions do not cause as 
much confusion in diagnosis as those located in the 
lower portions of the lung. 

The frequency of basal tuberculosis is greater in fe- 
males, in the younger age groups and on the right side. 
Tuberculous diabetics have a higher incidence of basal 
tuberculosis than tuberculous nondiabetics. The rea- 
sons for these predilections are obscure. 

Early basal tuberculosis most commonly appears as 
single or multiple transverse areas of increased density 
extending from the hilar or perihilar region and repre- 
senting the superior portion of the lower lobe, middle 
lobe or lingular division of the left upper lobe. More 
rarely the extreme base just above the diaphragm is 
involved. There may be progression to larger zones of 
consolidation, and early cavitation formation is fre- 
quent. Bronchial tuberculosis is commonly associated 
with basal tuberculosis so that atelectasis, tension cavi- 
ties and complicating tuberculous bronchiectasis are 
often seen. 

The greatest difficulty in diagnosis is related to the 
failure to consider tuberculosis as a cause of basilar 
pulmonary abnormalities. If a film showing basal tuber- 
culosis were to be turned upside down, its resemblance 
to ordinary upper lobe tuberculosis would be apparent 
at once. 

The most common differential diagnoses include 
pneumonia, bronchiectasis, lung abscess, fungous infec- 
tion and carcinoma. 
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Vitamania, Polypharmacy and Witchcraft 


IN A BEAUTIFULLY worded editorial, Bean decries the 
abuse of the administration of vitamins. He indicates 
that the public as well as physicians have been led to 
believe that many varied ailments will be improved by 
the administration of an extra vitamin intake. He notes 
also that when vitamins are really needed, they are 
likely to be forgotten. 

Bean also deals with the problem of polypharmacy. 
By this he means the tendency to incorporate many 
drugs into one capsule or tablet. The use of specific 
therapy is to be encouraged, and progress has been 
made toward the policy for prescriptions to be for 
single remedies rather than complex mixtures. Bean 
concludes his editorial with this paragraph: 

“The burden of responsibility of leaders in Ameri- 
can medicine today goes far beyond that of a previous 
day when so little specific therapy was available. Medi- 
cal education should be thorough enough that a well- 
trained graduate will be able to continue to make his 
way through the increasing wilderness of new thera- 
peutic agents with some hope of using rational judg- 
ment. There is every indication that at the moment be- 
guiling advertising of pharmaceutical houses has to a 
substantial degree replaced formal graduate medical 
education concerning therapy. Much of this advertis- 
ing is perfectly legitimate. There is inevitably a tenden- 
cy for some to be bad and for much to err in the direc- 
tion of promoting the products of doubtful efficacy and 
of unknown but potential danger. It is necessary for 
leaders of American medicine and leaders of American 
drug manufacture to join forces in an effort to see that 
a tendency to relapse into the mystique of polyphar- 
macy be brought to a quick and complete halt. The 
time may come when a patient can go through a diag- 
nostic factory where the quantity of various difficulties 
is titrated mechanically. An answer comes out on ticker 
tape. This is then run through a vast therapeutical ma- 
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chine which throws just the proper proportion of every 
needed ingredient into the mixmaster. This turns out 
pellets in a neat packet to be grasped by the hopeful 
but anonymous patient. He then will follow the printed 
guide, read eagerly like the fortune which emerges 
from the drugstore scales. Till this millenium comes 
we must keep up standards. The omens which indicate 
the direction of therapy today, a reversion to a quasi- 
therapeutical horoscopy, point to a reversion to the 
polypharmacy which condoned combinations of puppy 
dog fat, powdered unicorn’s horns, dried mosquito 
wings, and spider webs, obtained from a graveyard in 
the dark of the moon, and brewed by witches as pana- 
cea for real and imagined ills of every kind.” (Arch. Int. 
Med., 96:137, 1955.) 


Postoperative Nasogastric Suction 


THERE IS DIVERGENCE of opinion as to whether or not 
nasogastric suction should be used routinely after 
elective major abdominal surgery. Eade, Metheny and 
Lundmark were aware of the disadvantages of the pro- 
cedure—sore nose, sore throat, knotting of the tube 
making withdrawal difficult, injury to pharynx or 
larynx, perforations of the alimentary canal, distur- 
bances of fluid-electrolyte balance. Therefore, the au- 
thors evaluated the postoperative course when suction 
was not used in 130 out of 143 consecutive cases of 
major abdominal surgery. (Suction was used in 13 in- 
stances in which there was specific need.) 

The 130 patients had been instructed preoperatively 
that they were to refrain from swallowing anything un- 
til after they began passing flatus. It was found that 
gastric secretion was depressed after surgery. When 
secretory activity did return, peristalsis also returned 
to propel secretions along. The patients therefore got 
along quite well without nasogastric suction. The 
authors concluded there is no excuse for using suction 
routinely. (Surg., Gynec. ¢> Obst., 101: 275, 1955.) 
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Heparin Ineffective for Claudication 


A COUPLE OF YEARS AGO, the use of heparin was advo- 
cated for treatment of intermittent claudication due to 
peripheral arteriosclerosis. Choice of that therapy had 
been based on the finding that intravenous administra- 
tion of heparin rapidly alters the lipoprotein pattern of 
the plasma of atherosclerotic patients—specifically, re- 
duces the quantities of those lipoproteins thought to 
be associated with atherogenesis. Earliest investigators 
of heparin therapy reported that intermittent claudica- 
tion was favorably influenced. Subsequent studies cast 
doubt on that optimistic report, and recently Godden 
and associates have reaffirmed that heparin does not 
have a good effect on intermittent claudication. 

These Mayo Clinic authors studied 18 patients to 
whom heparin was given intravenously in varying doses 
and for varying periods of time. All patients had pe- 
ripheral arteriosclerosis plus intermittent claudication. 
The effect on that symptom was measured by a stand- 
ard test: The patient walked on the level at a rate of 
120 paces a minute. When the leg felt sore enough or 
tired enough to make him stop, the time of walking 
was recorded. With careful instructions from the phy- 
sician, patients soon learned to report the end-point of 
the claudication time test consistently. 

Patients who participated in this study were con- 
vinced from their own casual observations that they 
were greatly improved by the heparin treatment. How- 
ever, that thought was not borne out by the claudica- 
tion time measurements. It seemed apparent that 
heparin did not have a significant effect on this symp- 
tom. (Proc. Staff Meet., Mayo Clin., 30: 437, 1955.) 


Intracavitary Cardiac Masses 


THREE TyPEs of masses develop within the heart cham- 
bers. These include: (1) the free ball thrombus, unat- 
tached and freely mobile; (2) the pedunculated ball 
thrombus, attached to the endothelium; and (3) the 
myxoma. 

Lui and Musselman reported the case of a 57-year- 
old man with rheumatic heart disease, who was admit- 
ted to the hospital with severe dyspnea, cyanosis and 
stupor. He died following development of severe retro- 
sternal pain. At autopsy, a 5x5x8-cm. organized ball 
thrombus was found in the right auricle, attached to 
the interatrial septum by a short pedicle. The tricuspid 
valve was dilated by the mass. There was no mitral 
stenosis. 

Although the three groups of intracardiac masses 
cannot be distinguished clinically, they produce symp- 
toms in the identical manner, and their diagnosis and 
treatment are similar. 






122 





Clinical features that have been described include: 
(1) rapid and transitory changes in the peripheral cir- 
culation, such as marked cyanosis or even gangrene in- 
volving finger tips, toes or the tip of the nose. Pulses 
in the extremities may suddenly disappear, then re- 
appear. (2) Cadaveric coldness may occur suddenly. 
(3) Signs of cardiac obstruction may occur or disap- 
pear with changes in position. Syncope may occur in 
the upright position. (4) The majority of cases of intra- 
cavitary cardiac masses are associated with mitral steno- 
sis and auricular fibrillation. (5) The lesion should be 
suspected when signs of tricuspid stenosis are present, 
since inflammatory stenosis of this valve is extremely 
rare. (6) Suspected intracavitary mass may be con- 
firmed by angiocardiogram. 

The authors emphasize that with present-day facili- 
ties for cardiac surgery, accurate diagnosis may lead to 
the life-saving removal of such masses. (Am. Heart J., 
50:934, 1955.) 


Folic Acid Deficiency Aggravated by Vitamin B,.2 


HarRIs DESCRIBES two patients: one a 69-year-old wom- 
an with a nutritional megaloblastic anemia, and the 
other a 67-year-old man with the typical findings of 
untreated pernicious anemia. During vitamin Bj: ther- 
apy, parenteral in one and oral plus parenteral in the 
other, painful glossitis and severe cheilosis developed 
in both patients. The addition of oral folic acid pro- 
duced prompt and complete relief of glossitis and 
cheilosis in each patient. Neither antibiotics nor nutri- 
tional factors other than vitamin By and folic acid were 
believed to have played a role in the changes described. 

Thus, it appeared that in these patients, the admin- 
istration of small doses of vitamin Big precipitated and 
aggravated the manifestations of folic acid deficiency. 
These observations provide additional evidence for a 
reciprocal relationship between vitamin Bj and folic 
acid in the metabolic pathway that results in the pro- 
duction of nucleic acids. (J. Lab. ¢ Clin. Med., 46: 822, 
1955.) 


Acute Vascular Purpura 


KrempBERG, Dameshek and Latorraca described the 
findings in 15 cases of acute vascular purpura (idio- 
pathic nonthrombocytopenic purpura; Schonlein- 
Henoch purpura). All patients were children, ranging 
in age from 2 to 9 years. In all but one instance, there 
had been a previous pharyngitis or tonsillitis, antedat- 
ing the purpura by three to 28 days. 

The illness began acutely, usually with joint pains, 
fever, malaise and purpura. In about half the patients, 
the skin lesions began as an urticaria. In all instances, 
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the skin lesions assumed a similar appearance—purple 
patches or spots on the back, buttocks and at the ex- 
tensor surfaces of the elbows, arms, legs, ankles and 
feet. All but one of the patients had joint symptoms 
varying from slight aching to painful swelling. Early in 
the course of the disease, eight patients had gastroin- 
testinal symptoms—severe colicky abdominal pain, 
sometimes with melena. Three of the patients had fea- 
tures of acute diffuse glomerulonephritis, with urinary 
findings that persisted long after other manifestations 
. of the purpura had disappeared. Blood studies, includ- 
ing tests of clotting properties, were negative except 
that some patients showed mild anemia, leukocytosis, 
eosinophilia or combinations of these findings. Skin bi- 
opsies were obtained in a few cases—showed an acute 
inflammation involving the capillaries. 

The authors suggested that the skin purpura of this 
disease is simply one of the manifestations of a general- 
ized vasculitis and perivasculitis. They speculated that 
acute vascular purpura is of immunologic origin along 
lines somewhat as follows: 

Tonsillitis or pharyngitis->Antibody formation 
Antigen-antibody reaction at small blood vessels 
According to this conception, the disease would have 
some relationship to other diseases for which a similar 
pathogenesis has been proposed, notably rheumatic 
fever, acute nephritis, serum sickness and polyarteritis 


nodosa. (New England J. Med., 253:1014, 1955.) 


Krukenberg Tumors 


DIpDLE HAS WRITTEN an analysis of 664 patients with 
Krukenberg tumors of the pelvic viscera, and pointed 
out the difficulty of accurate preoperative diagnosis. 
He found that these metastatic ovarian tumors usually 
originate in the upper gastrointestinal tract (see dia- 
gram above right). He estimated that 2 per cent of 
women with gastric cancer eventually acquire ovarian 
metastases. 

Most common during the reproductive years, the 
author reported Krukenberg tumors at all ages from 
13 to 81 years. Epigastric pain, heartburn or a feeling 
of fullness were the most common symptoms. Next 
most common was the finding of a tumor mass, due 
to the ovarian neoplasm, not the gastric growth. Pa- 
tients with a primary growth in the duodenum, 
pancreas or hepatic system usually complained of 
epigastric discomfort, nausea, weight loss or all three. 
Those whose primary growth was in the colon or rectum 
suffered from nausea, anorexia, weight loss, constipa- 
tion or abdominal discomfort. Half of the patients with 
metastatic ovarian carcinoma had complaints of less 
than six months’ duration. 

Grossly the tumors were solid, with an irregular, 
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smooth surface. The cut section showed variegated 
areas, cystic, gelatinous or hemorrhagic, intermingled 
with a firm to spongy framework. Four-fifths were bi- 
lateral. Most patients had some degree of ascites. 

The correct diagnosis of both the primary cancer 
and the type of ovarian tumor was rarely made pre- 
operatively. The author stated that when the triad of 
persistent dyspepsia (sometimes almost negligible), 
anorexia with epigastric discomfort, and firm adnexal 
tumors is found, particularly in a woman of reproductive 
age, metastatic ovarian carcinoma with a primary neo- 
plasm of the gastrointestinal tract should be included 
in the differential diagnosis. Confirmation of this diag- 
nosis, he stated, can sometimes be made by x-ray 
studies of the gastrointestinal tract, gastroscopy or ex- 
ploratory laparotomy. The prognosis, of course, is 
grave. (Cancer, 8:1026, 1955.) 


Effects of Nitroglycerin on Ballistocardiogram 


ALTHOUGH ballistocardiography has not attained prac- 
tical importance in diagnosis of coronary artery heart 
disease, it is known that the ballistocardiogram is likely 
to be abnormal in the presence of such disease. Starr, 
Pederson and Corbascio studied the influence of nitro- 
glycerin on the ballistocardiogram of patients having 
angina pectoris (or other evidence of coronary artery 
disease) and of some older people having an abnormal 
ballistocardiogram without other evidence of coronary 
artery disease. 
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It was found that relief of angina by nitroglycerin 
often was attended by an improvement in the ballisto- 
cardiogram, beginning when pain began to subside. In 
other patients, with or without evidence of coronary 
artery disease, nitroglycerin sometimes evoked a simi- 
lar good ballistocardiographic response. It seemed 
probable that such improvement was related to the 
coronary vasodilating effect of the drug. 

In a number of instances, administration of nitro- 
glycerin led to deterioration of the ballistocardiogram. 
Most of these patients had coronary artery disease. 
The authors accounted for this paradoxical effect of 
the drug as follows: Nitroglycerin has two principal 
influences. It causes coronary vasodilation and it tends 
to lower blood pressure. In the presence of atheroscle- 
rosis, coronary arteries may be too rigid to dilate. 
Then a fall in aortic blood pressure would diminish 
blood flow in the area supplied by the rigid vessels. 

Whatever the reason for the adverse effects of nitro- 
glycerin on the ballistocardiogram, one must agree 
with the authors that the fact “should be kept in mind 
by doctors prescribing it.” (Circulation, 12: 588, 1955.) 


Postoperative Membranous Tracheobronchitis 


Dark AND JEwssurRY report four cases in which severe 
respiratory distress developed 24 to 48 hours after 
endotracheal anesthesia. Bronchoscopy revealed the 
trachea or a main bronchus to be occluded by a cuff of 
membranous material. Removal of the obstructing 
lesion gave prompt relief. 

The authors believe that these membranes resulted 
from pressure of the cuff of the endotracheal tube. 
Overinflation or local trauma resulting from rotary 
movements also seemed related to the development of 
the membranes. (Lancet 1:430, 1955.) 


Infection with Drug-Resistant Tubercle Bacilli 


BECAUSE it was feared that the spread of streptomycin- 
resistant tubercle bacilli might become a serious public 
health problem, Beck began a study in 1948 of the 
drug susceptibility of bacilli recovered from patients 
with newly diagnosed tuberculosis. 

Approximately 600 patients with newly diagnosed 
tuberculosis were studied and it was possible to cul- 
ture tubercle bacilli from approximately 80 per cent 
of the group. Drug susceptibility studies revealed that 
ten (approximately 2 per cent) of these patients had 
been infected with drug-resistant tubercle bacilli. The 
histories in eight of the ten cases revealed ample op- 
portunity for infection with resistant bacilli. That is, 
there was contact between the patients and tuberculous 
patients who had been treated with chemotherapy and 
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in whom drug-resistant organisms were most likely 
present. In only two cases was the source of infection 
unknown. 

From this study the author concluded that, while 
infection with drug-resistant tubercle bacilli does occur 
in a small percentage of cases, it is not likely to be- 
come a serious public health problem. (Am. Rev. 
Tuberc., 72:151, 1955.) 


Juvenile Delinquency 


Jounson and Burke contend that the specific stimulus 
to juvenile delinquency “is the unconscious, or less 
often conscious, sanction from a parent.” They were 
discussing only those delinquencies that arise in ap- 
parently normal families of good reputation unassoci- 
ated with the influence of sociologic gangs. In this kind 
of setting, they find that a child’s antisocial behavior 
results from a specific defect in the parent’s own con- 
science in this aspect of behavior. 

The authors provide a number of examples to illus- 
trate their meaning. For instance, there are: 

1. The parent who tells the child it is wrong to steal, 
but who covers up for a child when he does commit a 
theft. 

2. The parent who smugly practices little dishones- 
ties with regard to short-changing tradesmen. 

3. The parent who implies that stealing is all right 
in one kind of environment but not in another. 

4, The parent who encourages an under-sized 12- 
year-old to pay only half-rate at the movie. 

5. The parent who writes illicit excuses for a child’s 
absence from school and thereby impresses the child 
that “one’s word” is of shallow significance. 

6. The parent who displays an interested smile when 
telling of a child’s vandalistic behavior. 

7. The parent who accepts a flimsy story about where 
a child “found” the dollar or the new trinket. 

8. The parent who says, “Do this, but don’t tell 
so-and-so.” 

9. The parents who practice misguided ‘‘modern 
frankness” in their compulsive drive to make sex and 
bathroom functions an open book. 

Johnson and Burke earnestly propose that treat- 
ment of a “delinquent” child entails intensive treat- 
ment of the parents as well as the child. For preven- 
tion, they recommend that knowledge of the origins of 
delinquency “be made widespread with the aim of 
erecting parental conscience barriers against the foster- 
ing of vicarious misbehavior . . .”” They add, “Individ- 
ual neuroses that might result (from such knowledge), 
even though severe, are more amenable to treatment 
than is the delinquency complex.” (Proc. Staff Meet., 
Mayo Clin., 30:557, 1955.) 
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Bronchography in the Diagnosis of Lung Cancer 


ALTHOUGH bronchogenic carcinoma almost always re- 
veals itself on the conventional chest film, Zizmor re- 
ports two cases having bronchogenic carcinoma in the 
presence of apparently normal chest films. Broncho- 
grams performed on these patients demonstrated the 
obstructing lesion. Although both patients had nor- 
mal chest films, only one had a resectable lesion. 

This report emphasizes that the presence of a nor- 
mal chest film in an adult with respiratory symptoms 
of cough, expectoration, hemoptysis or wheezing 
should be followed by further investigation with 
bronchography, bronchoscopy, biopsy and cell studies 
of bronchial secretions. (Radiology, 65:868, 1955.) 


Thrombophlebitis of Deep Leg Veins 


BYRNE DESCRIBED experiences at the Boston City Hos- 
pital with 748 patients having a diagnosis of thrombo- 
phlebitis of the lower extremities. During the decade 
in which the cases were collected, there appeared to 
be a rising incidence of the disorder. The author at- 
tributed this to a keener awareness of the problem by 
the house staff and, possibly, an increasing geriatric 
population. In the latter connection, the greatest preva- 
lence of thrombophlebitis and of fatal pulmonary em- 
bolism was in the 50-79 year age group. 

Byrne classified the 748 cases according to predis- 
posing diseases, as shown in Figure 1. With that clas- 
sification there was some overlapping. For example, 68 


Figure 1 (left). Classification of 748 cases of thrombophlebitis accord- 
ing to “predisposing” diseases. 
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of the 174 postoperative cases also had a background 
of associated heart disease, and cancer was another fea- 
ture in some instances. A similar multiplicity of pre- 
disposing disorders was apparent in other groups. 

Altogether there were either 144 or 145 instances 
of fatal pulmonary embolism (the author’s figures vary 
at different places in the article). Here, heart disease 
stood out as a predisposing factor of ominous signifi- 
cance; some form of heart disease was present in 73 
per cent of the fatal pulmonary emboli. Byrne’s expe- 
rience strongly suggested that venous ligation afforded 
good protection against fatal pulmonary embolism. 
Thus, Figure 2 compares the mortality rates in two 
groups of cases—one in which the thrombophlebitis 
was treated “conservatively” (no treatment) and an- 
other in which venous ligations were done. The site of 
ligation was the inferior vena cava in seven instances— 
the femoral veins in 362 instances. When the opera- 
tive approach was at the femoral level, both femoral 
veins were ligated and divided. (The author did not 
specify whether the common femoral veins or the super- 
ficial femoral veins were ligated.) 

Other highlights in Byrne’s article included a depre- 
cation of the policy of dividing deep venous thrombosis 
into two types (phlebothrombosis and thrombophle- 
bitis) since fatal pulmonary embolism does not respect 
that classification—a note to the effect that the severity 
of the post-phlebitic syndrome depends upon the clini- 
cal severity of the initiating thrombophlebitis rather 
than the type of therapy employed. (New England J. 
Med., 253:579, 1955.) 


III 


Figure 2 (right). Comparison of rates for fatal pulmonary embolism 
in groups of patients treated by different methods. 
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Acerola Juice 


THE Juice of the Puerto Rican cherry, or acerola, is the 
richest food source of ascorbic acid. It has 50 to 100 
times the vitamin C content of orange juice. 

Clein fed acerola juice to 30 infants ranging in age 
from 3 to 7 weeks. It was the only significant source of 
vitamin C in their diet. All showed average or better 
than average growth and development. There were no 
reactions from ingestion or from skin tests with acerola 
juice. 

This author emphasizes that this source of ascorbic 
acid may be particularly valuable in infants who are 
allergic to orange juice or where the family allergic 
history makes it advisable to delay introduction of 
orange juice into the diet. Acerola juice may be used 
to blend with any food that is poor in vitamin C and, 
of course, could be valuable in any disease in which 
large doses of this vitamin are required. (J. Pediat., 
48: 140, 1956.) 


Neuroblastoma in Childhood 


NEUROBLASTOMA ranks among the more common tu- 
mors occurring in infants and children. Cases have 
been reported in which the tumor showed progressive 
differentiation from malignant neuroblastoma to be- 
nign ganglioneuroma. Thus, survival and apparent 
cure has been observed, despite inoperable local spread, 
distant metastases and incomplete therapy. 

Horn, Koop and Kiesewetter reviewed 44 cases of 
neuroblastoma in an attempt to correlate clinical be- 
havior with pathologic features. 

A retroperitoneal origin was noted in 77 per cent 
(34) of the tumors. Of these, an adrenal origin could 
be established clearly in only eight. Seven arose in the 
posterior mediastinum and three in the neck. The his- 
tologic characteristics were extremely variable, but an 
attempt was made to classify them into three groups: 
(I) tumors bearing a close resemblance to benign 
ganglioneuroma; (II) partially undifferentiated neuro- 
blastomas; and (III) undifferentiated neuroblastomas. 

The diagnosis was made over 14 months prior to this 
study in 41 patients. Of these, 25 died of the disease, 
and 16 survived 14 months or longer. The most im- 
portant factors that could be correlated with the sur- 
vival rate were the following: 

I. Age. The average age of the survivors was 7.5 
months. The fatal neuroblastomas were first recog- 
nized at an average age of 37.7 months. Thus, younger 
infants had a distinctly better prognosis than older 
children. This is contrary to the common opinion that 
these tumors tend to be more mature and less malig- 
nant in the older age groups. 
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2. Differentiation of the Tumor. Two out of 16 pa- 
tients with Group-III tumors survived. Six of 15 cases 
with Group-II tumors survived, and eight of ten Group- 
I patients survived. Thus, prognosis generally parai- 
leled the degree of maturation, but failure to find some 
degree of differentiation did not render the prognosis 
hopeless. 

3. Extent of Surgical Treatment. Removal of as much 
as possible of those neuroblastomas that could not be 
completely removed was associated with a better sur- 
vival rate than when biopsy alone was done. 

Sixteen patients had skeletal metastases, and only 
one of these is a survivor. On the other hand, seven 
patients with other metastases are among the 14- 
month survivors. (Lab. Invest., 5: 106, 1956.) 


C-Reactive Protein Test 


ROANTREE AND Rantz performed C-reactive protein 
determinations in 443 general medical cases and 50 
normal controls. Their studies indicated that C- 
reactive protein was rarely present in the serum of a 
person in whom no inflammatory or necrotizing process 
could be found. C-reactive protein was found con- 
sistently in the sera of patients with bacterial infections 
of the pyogenic variety as well as in active rheumatic 
fever, acute myocardial infarction and widespread 
malignant disease. Not all the patients with virus in- 
fection, rheumatoid arthritis or active tuberculosis had 
C-reactive protein. 

When compared with the erythrocyte sedimentation 
rate, white blood cell count and temperature elevation, 
it was found that the C-reactive protein test gave fewer 
false-positive reactions. However, it did not giveas good 
a positive correlation with active tuberculosis as did 
the sedimentation rate. (Arch. Int. Med., 96:674, 1955.) 


Agammaglobulinemia 


Goop anpD Mazzireto define agammaglobulinemia as a 
metabolic disorder featured by an enhanced suscepti- 
bility to bacterial infection, absence of gamma globulin 
from the serum, absence of antibodies from the blood 
and tissues, and failure of immunologic response to 
antigenic stimulation. This disorder reflects a dis- 
turbance in function of the hematopoietic reticulum 
which is expressed in each patient as a failure of plasma 
cell formation and consequent failure of antibody 
production in response to antigenic stimulation. 
Three forms of agammaglobulinemia exist. The most 
common form is the childhood variety which occurs 
only in males and is transmitted as a sex-linked re- 
cessive trait by females. In addition, there is the variety 
of agammaglobulinemia occurring in adults. This 
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disease appears to occur at any age in either sex. 
Patients with this form of the disease give a history of 
having been healthy up to a certain period in their 
lives. Following what is interpreted to be the develop- 
ment of agammaglobulinemia, changes of a dramatic 
nature occur, and existence for these people becomes 
almost a continuous round of bacterial infections. The 
third type of the disease is a transient form which oc- 
curs in infants during the first six months of life. The 
disease in these infants represents a delay in assumption 
of gamma globulin formation. 

Both the congenital and acquired varieties of the 
disease are characterized by repeated episodes of 
bacterial infection involving especially the respiratory 
system. Almost all of the patients have been troubled 
by recurrent pneumonia, and many have developed 
empyema, pulmonary fibrosis, bronchiectasis or ate- 
lectasis. 

A review of the literature indicates that bronchiectasis 
has developed in approximately 17 per cent of the 
congenital cases and in 30 per cent of the adult cases. 
The fact that bronchiectasis occurs with such fre- 
quency in both the adult and childhood forms of 
agammaglobulinemia suggests that it might be wise to 
carry out electrophoretic analysis on the serum of all 
patients with bronchiectasis, particularly if the disease 
develops during adult life. (Dis. of Chest, 29:9, 1956.) 


Tall Precordia) T Waves 


WACHTEL AND TEICH report the cases of two patients 
seen shortly following the onset of chest pain. Analysis 
of electrocardiograms at that time, in both patients, 
revealed only remarkably tall peaked T waves in the 
precordial leads, V2-V5. Subsequent tracings, in both 
patients, provided diagnostic evidence of diaphrag- 
matic or posterior-wall myocardial infarction. 

In most previous references to this phenomenon, 
the tall T waves were accompanied by other electro- 
cardiographic evidences of myocardial ischemia or in- 
farction. These authors emphasize that although tall, 
sharply pointed T waves have been observed in a 
variety of normal and pathologic states, their occur- 
rence in patients with chest pain should lead to a 
suspicion of acute myocardial damage. (Am. Heart J., 
51: 91, 1956.) 


Splanchnic Blood Flow After Hemorrhage 


SapirsTEIN, Buckley and Ogden compared measure- 
ments of cardiac output and splanchnic blood flow be- 
fore hemorrhage with similar measurements obtained 
after hemorrhage had been induced in experimental 
animals. After 24 cc./kg. of blood had been removed, 
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there was a fall in both cardiac output and splanchnic 
blood flow. However, the ratio of the two values changed 
in a way that indicated that a larger portion of the 
cardiac output perfused the splanchnic bed after hem- 
orrhage (see diagram above). 

The authors concluded that there is need for re- 
evaluation of the old teaching “‘that circulatory adjust- 
ments after hemorrhage involve splanchnic and cuta- 
neous vasoconstriction with a consequent diversion of 
the blood flow to those portions of the body that are 
involved in the somatic response to crisis.”” Their ex- 
periments suggest an entirely opposite view, namely, 
“that failing circulation supports the splanchnic bed 
at the expense of the remainder of the body...” 
(Science, 122:1138, 1955.) 
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Management of Spontaneous Pneumothorax 


MarRANGONI and his associates analyzed 80 cases of 
spontaneous pneumothorax with special emphasis on 
25 patients who were treated on the thoracic surgery 
service. These 80 patients were otherwise healthy per- 
sons who developed spontaneous pneumothorax in 
the absence of neoplastic disease, active tuberculosis 
or trauma. The authors consider that spontaneous 
pneumothorax usually results from a rupture of some 
cyst-like lesion of the lung. 

Patients who have severe symptoms of tension pneu- 
mothorax, bilateral pneumothorax, a large hydro- or 
hemopneumothorax or pneumothorax superimposed 
on an already seriously impaired pulmonary function 
are emergency problems, and all agree that they re- 
quire immediate active treatment. In other patients, 
an aggressive form of therapy seems justified in order 
to speed recovery, to reduce the likelihood of recur- 
rence, and to prevent “captive lung” in the event that 
expansion would not occur with conservative therapy. 
For these reasons, it was the practice of the present 
writers to treat all cases of spontaneous pneumothorax 
as surgical emergencies. 

Fifty-five of the 80 patients were treated conserva- 
tively by one of three methods. The most common con- 
sisted of simple bed rest. Much less commonly, re- 
peated needle aspiration was used in addition to bed 
rest. In two patients, a catheter was inserted, and 
simple underwater seal without active suction was 
utilized. The authors found these conservative methods 
unsatisfactory because of the long period required 
for re-expansion of the lung. An average of 22.5 days 
to 47 days was required, depending on which con- 
servative method was used. 

The current practice was used on 25 patients. Im- 
mediately after admission, the patient with spontane- 
ous pneumothorax was taken to the operating room 
where a trochar and cannula were introduced into 
the pleural space under local infiltration anesthesia. 
The second or third interspace in the anterior axillary 
line or the fourth or fifth interspace in the midaxill- 
ary line was used. 

The trochar was withdrawn and a thoracoscope was 
introduced through the cannula so that the surface of 
the collapsed lung could be examined. The thoraco- 
scope was then withdrawn, and the visceral and parie- 
tal pleural surfaces were thoroughly poudraged with 
sterile talc which was insufflated by means of a powder 
blower. A no. 16 French red rubber catheter was then 
placed through the cannula into the pleural space. The 
cannula was withdrawn and active waterseal suction 
was begun at a negative pressure of 15 to 20 cm. of 
water. Active suction was maintained for 24 hours, and 
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the patient was then placed on simple waterseal drain- 
age for an additional 24 hours. If the lung remained 
fully expanded and there was no fluid collection, the 
catheter was removed. Re-expansion occurred in a mat- 
ter of minutes. 

The average period of hospitalization of these pa- 
tients was three days compared to an average of 43 
days of hospitalization of those treated by the conserv- 
ative methods. In only three patients was excisional 
pulmonary surgery indicated. Open thoracotomy was 
performed because numerous large emphysematous 
blebs were demonstrated. There has been no recur- 
rence among the 25 reported patients treated by the 
use of talc poudrage and active waterseal catheter suc- 
tion. (Am. Rev. Tuberc., 72: 257, 1955.) 


Evaluation of Anticoagulants 


WEssLER and Morris have provided additional experi- 
mental evidence that heparin is a more effective anti- 
coagulant than Dicumarol and related compounds. 
These authors had previously shown that infusion of 
serum rich in convertin (SPCA) would initiate venous 
thrombosis at sites of venous stasis far removed from 
the site of infusion. (Convertin is one of the entities es- 
sential for conversion of prothrombin.) As the result 
of those studies, it was proposed that venous thrombo- 
sis in various clinical states might be the result of 
venous stasis combined with an increase in circulating 
convertin activity. 

In their more recent experiments, the authors eval- 
uated the protective influence of anticoagulants against 
thrombosis in areas of venous stasis in animals receiv- 
ing convertin-rich serum. Dicumarol afforded almost 
no preventive effect, even in doses large enough to in- 
duce severe hemorrhagic phenomena. On the other 
hand, heparin was uniformly preventive in doses large 
enough to raise the animal’s clotting time to twice the 
control value. (Circulation, 12: 553, 1955.) 


Chylous Ascites in Childhood 


Wuitrttestey and his coworkers reported five cases of 
chylous ascites occurring in childhood, discussed the 
etiology of this condition, and outlined methods of 
therapy. In three of the cases reported, no obvious 
cause was found even after exploration of the abdomen. 
In one, chylous ascites apparently was an accompani- 
ment of a local inflammatory process. In another, it was 
secondary to intestinal obstruction. 

The authors stated that the symptoms of chronic 
chylous ascites were largely due to the marked disten- 
tion of the abdomen. Interference with respiration and 
with venous return resulted. In addition they stated 
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that the presence of free chyle in the peritoneal cavity 
appeared to exert an irritative action on the abdominal 
viscera, leading to inflammatory changes in the bowel 
wall, gallbladder and lymph nodes. Protein constitu- 
ents of the blood were lowered, and a moderate to 
severe anemia often existed. 

The therapy for chylous ascites included eradication 
of the cause when possible, and treatment of the ascites 
by medical and surgical means when the cause could 
not be removed. Medical treatment consisted in ad- 
herence to a diet rich in protein to prevent hypopro- 
teinemia, and low in fat to inhibit the formation of ad- 
ditional chyle. A high vitamin intake was further ad- 
vised. A single paracentesis, useful for diagnosis, was 
often deemed advisable for the quick relief of symp- 
toms in critical cases. 

Definitive surgical procedures-included methods for 
shunting chyle into the subcutaneous space, and direct 
anastomosis between the peritoneal cavity and the 
saphenous vein. The latter procedure was facilitated by 
the presence of a hernial sac in one of the authors’ 
cases. By anastomosing the sac to the saphenous vein, 
chyle was enabled to flow into the vein, but blood was 
prevented from entering the peritoneal cavity by the 
saphenous valves. (Ann. Surg., 142:1013, 1955.) 
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Study of a Poliomyelitis Epidemic 


Durinc the summer of 1954, an outbreak of polio- 
myelitis in New Canaan, Conn., afforded Nolan and 
coworkers an opportunity to study the mode of spread 
of the disease. New Canaan is a residential town of 
8,000 of the relatively well-to-do. The epidemic had 
its origin in a nursery school, and the disease seemed 
to spread entirely by personal contact. Limitation to 
this mode of transmission was understandable in view 
of the high standards of hygiene in the community. 
The spread followed a “narrow stream,” affecting the 
children who attended the nursery school and their 
families. This narrowness of spread was understand- 
able in view of the minimal amount of crowding in 
the town. 

Altogether there were 16 definite cases of polio- 
myelitis (six in adults) and 55 other cases of illnesses 
that could well have represented abortive, or even non- 
paralytic, poliomyelitis. The yield of positive results 
with complement-fixation tests and with studies for 
virus in stools are shown in the diagram below. As an 
incidental finding, rectal swabs were considerably less 
efficient than stool specimens for isolation of virus. 
(New England J. Med., 253:945, 1955.) 
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Bronchogenic Carcinoma 
and Pulmonary Tuberculosis 


AMONG 73 MALE PATIENTS over the age of 40 with pul- 
monary tuberculosis, Shafran and Kavee found six 
(8.2 per cent) to have bronchogenic carcinoma in ad- 
dition. The authors noted certain roentgenologic dif- 
ferences that strongly favor the provisional diagnosis 
of bronchogenic carcinoma. 

Infiltrates in the anterior segments of the upper 
lobe are often carcinomas, since similar tuberculous 
lesions are more often located in the posterior seg- 
ments. Linear densities resembling vascular shadows 
are at times roentgenologic expressions of carcinoma. 
They differ from the normal vascular shadows by be- 
ing thicker, somewhat nodular, and failing to taper or 
branch at their periphery. Faint peripheral infiltrates 
may be either carcinoma or tuberculosis. However, 
carcinomatous lesions usually grow by concentric ex- 
pansion, and the distal border frequently appears fuz- 
zy owing to peripheral expansion of the neoplasm or 
focal atelectasis. 

Dense round lesions which are carcinomatous usual- 
ly have an indistinct circumference and may at times 
become nodular or lobulated. Unilateral enlargement 
of the hilum is the commonest and perhaps the most 
frequently overlooked roentgenologic evidence of bron- 
chogenic carcinoma. When noncalcific “tuberculous” 
pulmonary lesions get Jarger or when they fail to im- 
prove in spite of adequate therapy, one should suspect 
coexistence of carcinoma and tuberculosis. This is 
especially true if other pulmonary lesions in the pa- 
tient have shown regression. (Arch. Int. Med., 96:157, 
1955.) 


SGO-T and Liver Damage 


SeruM glutamic oxalacetic transaminase (SGO-T) 
activity is markedly elevated following acute myo- 
cardial infarction. This is because this protein catalyst 
(GO-T) is found in highest concentration or activity 
in heart muscle. 

The relatively high activity of this enzyme in liver 
tissue suggested to Molander, Wroblewski and LaDue 
that liver cell damage might result in its release into 
the serum, similar to the SGO-T rise that occurs after 
myocardial damage. 

In two patients exposed to carbon tetrachloride, 
striking elevations of SGO-T were noted. The enzyme 
level returned to normal within one week as the acute 
necrotizing process subsided. 

Degrees of hepatocellular damage were produced in 
rats by gastric intubation of carbon tetrachloride. With 
increasing degrees of hepatocellular damage, higher 
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SGO-T levels were noted. The height and duration of 
SGO-T activity was proportional to the amount of 
carbon tetrachloride administered, and to the severity 
of liver cell damage. 

Serum cholinesterase and alkaline phosphatase 
activities were much less sensitive measurements of 
hepatocellular injury. It appeared, then, that SGO-T 
activity may be a useful guide in following the progress 
of hepatocellular regeneration following acute injury. 


(J. Lab. & Clin. Med., 46: 831, 1955.) 


Prevention of Renal Calculi 


SEVERAL YEARS AGO Butt proposed that the formation of 
urinary calculi is related to a deficiency of “‘protective 
colloids” in the urine. He proposed that this deficiency 
could be corrected by the administration of hyaluroni- 
dase. Recently, Taylor, Alcock and Hildes tested the 
validity of this hypothesis in an experiment with a group 
of respirator cases of poliomyelitis. Such patients, be- 
cause of long recumbency, are predisposed to the de- 
velopment of renal calculi. 

The authors divided their patients into two sub- 
groups and prescribed the same therapeutic regimen 
for both, except that one subgroup received daily sub- 
cutaneous injections of hyaluronidase while the other 
did not. The trial lasted seven months. At the end of 
that time it was apparent that hyaluronidase did not 
completely prevent the growth of pre-existing stones, 
nor did it prevent the development of a new stone (in 
one case). (Am. J. M. Sc., 230:536, 1955.) 


Afferent Loop Syndrome 


JORDAN HAS REPORTED two cases of chronic, recurring 
obstruction of the afferent jejunal loop following the 
Billroth II type of gastrectomy. He outlined the 
symptomatology characteristic of this condition, de- 
scribed the pathologic physiology involved and recom- 
mended a method of surgical treatment which has 
been successful in his hands. 

Jordan stated that obstruction of the afferent loop 
was seen only following Billroth II resections. It 
occurred in antecolic anastomoses, when the afferent 
loop was long. In the cases which he reported, ad- 
hesions were also a factor in the etiology. 

The patients complained of nausea, occurring ten 
to 20 minutes after eating, and persisting for a few 
minutes to one hour. Vomiting occurred in one patient 
after almost every meal. The vomitus never contained 
recently ingested food, but only bile-stained fluid. He 
sometimes vomited as much as 1,000 cc. of fluid. A 
feeling of fullness, nausea and anorexia during periods 
of distention of the duodenum were characteristic 
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of the syndrome. Weakness, sweating and pulse ele- 
vation also occurred, though less frequently. 

A diagnostic test was suggested. This consisted of 
the passage of a mercury-weighted, large-lumen Levine 
tube into the efferent loop, and testing of the jejunal 
contents for bile. A fasting specimen was first aspirated, 
and the patient was then fed a liquid meal containing 
a fat emulsion, milk, and 40 per cent glucose solution. 
Aspirations of samples of jejunal contents for inspec- 
tion were then continued. A positive test, indicating 
afferent loop obstruction, was recorded when there 
was no discernible bile in the jejunum during the 
period of symptoms. 

The two patients reported were treated successfully 
by lysis of adhesions and the performance of an entero- 
enterostomy between the afferent and efferent loops 
at the level of the gastrojejunostomy stoma. (Surgery, 
38:1027, 1955.) 


Chewing Tobacco and the Circulation 


A PRELIMINARY REPORT by Iglauer and his associates 
reveals that chewing tobacco produces skin tempera- 
ture, blood pressure, heart rate and ballistocardio- 
graphic alterations similar to those produced by smok- 
ing. Changes were less marked with low nicotine 
chewing tobacco and were absent with chewing gum. 

In addition, these authors circularized 50 physicians 
interested in cardiovascular disease regarding their 
experiences with chewing tobacco. The reports that 
were returned revealed little knowledge of the clinical 
effects of chewing tobacco. (J. Lab. & Clin. Med., 46: 
924, 1955.) 


Metaraminol for Shock 


Tue vicious cycie of shock, as shown in Figure 1, is 
well known. In recent years vasopressor agents have 
been used with good effect to break that cycle (Figure 
2). One of the latest pressor agents to be evaluated is 
metaraminol (Aramine). As reported by Weil, this drug 
is indeed effective and has certain advantages over the 
somewhat more potent norepinephrine (Levophed). 
Weil administered metaraminol to patients having a 
variety of causes for shock. The usual routine was 
somewhat as follows: In profound shock, an initial 
intravenous dose of 3 to 15 mg. of metaraminol usually 
produced a prompt rise in blood pressure within two 
to five minutes, with the pressor effect continuing for 25 
minutes. After the single injection (usually into the 
femoral vein), a needle was placed in an antecubital 
vein for continuous infusion of liquid containing 30 to 
200 mg. metaraminol per liter. In regulating the speed 
of administration it was important to remember that 
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Figure 2. An effective vasopressor agent breaks the vicious cycle by 
contracting the peripheral vascular bed, increasing venous return 
and coronary flow, and acting directly on the myocardium to in- 
crease its contractility. 


an increment in dosage was not fully reflected in the 
pressure response for five to eight minutes. When blood 
pressure was well maintained with a dose of 20 mg. or 
less per hour, it was feasible to switch to intermittent 
administration of the drug—S to 25 mg. subcutaneously 
every one-half hour to two hours. 
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Although norepinephrine was appraised as more po- 
tent than metaraminol, Weil opined that norepinephrine 
should be reserved for patients in whom the first intra- 
venous dose of metaraminol has no effect on blood 
pressure. The value of that policy was thought to be 
especially apparent when prolonged vasopressor ther- 
apy was needed. Thus, intermittent subcutaneous in- 
jections of metaraminol could be used, with elimina- 
tion of the need for continuous intravenous infusion. 
This seemed especially helpful in view of the danger 
of local tissue necrosis whenever norepinephrine in- 
advertently extravasates. (Am. J. M. Sc., 230:357, 
1955.) 


Internal Carotid Artery Syndrome 


Muukan, Sickert and Shick have reported that long- 
term anticoagulant therapy seems to help patients hav- 
ing the syndrome of intermittent insufficiency of the 
internal carotid arterial system. In the seven patients 
treated, the syndrome had been characterized by fre- 
quent, usually brief episodes of hemiparesis or hemi- 
plegia. Ophthalmodynamometer measurements had 
given a lower blood pressure reading in the eye on the 
side of the involved carotid artery. In some instances a 
persisting hemiparesis had developed, but became 
worse during episodes that marked the syndrome. 

In all seven cases, administration of an anticoagulant 
drug put a stop to the episodes of carotid arterial insuf- 
ficiency. So the drug (usually Dicumarol) was contin- 
ued for long periods in doses sufficient to maintain the 
prothrombin time between 30 and 40 seconds (normal 
18 to 20 seconds). 

These results of anticoagulant therapy led the au- 
thors to propose that the syndrome of intermittent in- 
sufficiency of the internal carotid system probably de- 
pends upon two factors—(1) basic partial occlusion of 
the artery by atherosclerosis with or without superim- 
posed thrombosis, and (2) a factor that is affected by 
anticoagulant action. The authors speculated that the 
latter factor may be formation periodically of a soft 
thrombus that would cause symptoms, then break from 
its source, fragment and be carried away. (Proc. Staff 
Meet., Mayo Clin., 30:578, 1955.) 


Cryoglobulinemia 


THE TERM, cryoglobulinemia, is used to describe the 
presence of abnormal globulins that precipitate when 
the blood is cooled, and redissolve on subsequent 
warming. This phenomenon has been described in a 
wide variety of diseases, and usually has represented 
an isolated finding of no apparent clinical significance. 
Occasionally, however, cryoglobulinemia has been 
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thought to be responsible for vascular manifestations 
of cold sensitivity, usually in the form of Raynaud’s 
phenomena. In such cases, in response to chilling, 
cryoglobulins presumably precipitate and cause vascu- 
lar stasis. 

Myerson and Stout described three cases in which 
cryoglobulinemia apparently precipitated gangrene of 
the digits in patients having pre-existing arterial dis- 
ease. The basic disease was scleroderma in one in- 
stance, arteriosclerosis in the other two. Neither sclero- 
derma nor arteriosclerosis had previously been known 
to be associated with cryoglobulinemia. (Am. J. M. Sc., 
230 :499, 1955.) 


Chlorpromazine Effects on Liver 


Sims, Brewer and Huston briefly report a series of liver 
biopsies in 18 patients receiving chlorpromazine in 
doses from 100 to 200 mg. daily. It is well known that 
jaundice, characterized by features suggesting intra- 
hepatic obstruction, occasionally follows administra- 
tion of this drug. In this series, no patient became 
jaundiced, and none developed any abnormality of 
liver function tests. Yet, four patients showed definite 
infiltration of the portal areas with round cells, neutro- 
phils and eosinophils. Four others showed suggestive 
changes of a similar nature. Ten showed no significant 
change in hepatic histology. (J. Lab. & Clin. Med., 
46: 952, 1955.) 


Furred Tongue 


Ir Is A COMMON BELIEF that a furred tongue is a sign of 
disease, especially signifying an intestinal disorder. In 
the course of his general practice in England, Loudon 
investigated the answers to these questions: (1) Is a 
furred tongue more common in disease than in 
health? (2) If so, is a furred tongue more common in 
any one disease or group of diseases than in any other? 
(3) Is a furred tongue a useful clinical sign? 

A study of 700 patients provided the following an- 
swers : Furring of the tongue is most common in respira- 
tory infections; in fever, regardless of the cause; in 
local infections of the mouth, and particularly in heavy 
smokers. There was no evidence that disease of the 
gastrointestinal tract produces furring, unless the dis- 
ease happens to cause fever. In particular, there was 
no relationship between constipation and a furred 
tongue. 

The value of a furred tongue is distinctly limited, 
since its causes appear to be local changes. They in- 
clude, in the main, local infection, dry mouth or the 
irritant effect of tobacco smoke on the mouth. (Brit. 
M. J., 4957: 18, 1956.) 
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“Painless” Childbirth 


Q. Where can I obtain information on the exact method of 
prenatal psychologic care for painless childbirth ? 


A. Consult any one of the following books: 

Childbirth Without Fear: The Principles and Prac- 
tice of Natural Childbirth. 3rd ed. Grantly Dick Read, 
Harper and Brothers, 1953. 

Natural Childbirth: A Book for the Expectant Moth- 
er, Herbert Thoms (in collaboration with Lawrence 
G. Roth), McGraw-Hill, 1951. - 

Natural Childbirth: A Manual for Expectant Moth- 
ers, F. W. Goodrich, Jr., Prentice Hall, Inc., 1950. 

Physiotherapy in Obstetrics and Gynaecology (Includ- 
ing Education for Childbirth), H. Heardman, Williams 
& Wilkins, 1950. 


Pinworm Infection in Family Group 


Q. I have a family of six (mother, father and four chil- 
dren, ages 18 months to 11 years) that has been 
plagued with Enterobius vermicularis for months. Is 
there any method of ridding the house of the eggs? 
The mother has followed instructions to the letier, ad- 
ministered the medication as directed (frperazine cit- 
rate) and is a master at taking Scotch tape specimens. 
However, periodic checks reveal that from one to three 
of the family are infected or have become reinfected. I 
believe that these are reinfections because the house is 


infested with the eggs. 


A. Familial infections with pinworm are common. The 
instructions given the patient regarding washing of the 
hands, sleeping separately with snug cotton under- 
pants, separate linens, etc. as well as the handling of 
soiled linen, toys and similar objects, are all important. 
Despite such measures familial infection commonly 
continues. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 


in the appropriate fields of therapy and diagnosis. 


Information Please 


Courses of treatment should be given with periods of 
rest between. These periods of rest should be approxi- 
mately a week, which is the time for viable eggs to 
hatch in the intestine. In this way the next period of 
treatment will kill the larvae from these eggs. It ts tm- 
portant that all positive cases in a group be treated simul- 
taneously. In this way the residual eggs in the environ- 
ment after the second eight days of treatment should be 
nonviable. 

Success in treatment depends upon timing of the 
therapeutic program and the efficiency of the treat- 
ment in the clearing of all infected members of the 
family. If either fails, the program fails. It is only 
by these means that the environment may be cleared 
up of eggs which will permit active infection. 

It would also be necessary, in the situation de- 
scribed in the question, to be assured that reinfections 
are not coming from contacts with other children on 
the outside. 


Sloughing Adipose Tissue 


Q. What is the best management of sloughing adipose 
tissue in the obese postoperative abdomen ? 


A. Sloughing adipose tissue is best treated according 
to the extent of the infection. 

There are times when patients are best débrided, as 
in any fresh traumatic wound. This usually is when the 
situation has gone on for some time and has become 
more or less static. Quite often if this is done, then a 
secondary closure can be accomplished, and con- 
valescence will be shortened. 

If culturing of the wound reveals an organism that is 
susceptible to any of the known antibiotics, it might be 
worthwhile to try these systemically and locally. 

Dakin’s solution, applied by packs two or three times 
a day or by tubes inserted into the dressing, frequently 
hastens separation of the slough. 
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More modern methods include the use of hyaluroni- 
dase, streptokinase-streptodornase-like materials that 
can be applied locally. Be sure there is no undermin- 
ing of the infected area. Perfect drainage is important. 


Books on Psychosomatic Medicine 


Q. Please send me the names of a few books or articles on 
psychosomatic medicine. 


A. Life Stress and Bodily Disease, Assn. for Research in 
Nervous and Mental Diseases, Williams & Wilkins Co., 
Baltimore, 1950. 

Talking with the Patient, Stewart Wolf, from Mono- 
graphs in Medicine, edited by William B. Bean, 
Williams & Wilkins Co., Baltimore, 1952. 

Psychosomatic Medicine, Its Principles and Applica- 
tions, Franz Alexander, W. W. Norton & Co., New 
York, 1950. 

Psychosomatic Medicine, E. Weiss and O. S. English, 
W. B. Saunders Co., Philadelphia and London, 1949. 

Stress and Disease, Harold G. Wolff, a monograph, 
American Lecture Series 166, Bannerstone Division of 
American Lectures in Physiology, Charles C Thomas, 
Springfield, Ill., 1953. 


Cause of Skin Rash 
Q. Ifa patient has had penicillin, sulfa and Aureomycin 


and develops a rash resembling measles over the areas 
exposed to light, to what is this rash most likely due ? 


A. Penicillin and Aureomycin are not responsible for 
causing photosensitivity reactions in the skin. Sulfona- 
mides, however, are well-known causes of eruptions of 
the exanthematic type. These eruptions may be pre- 
cipitated or intensified by strong sunlight in the sun- 
burn spectrum. These are ultraviolet light rays of the 
sun between 2900-3100 A, found usually only in sum- 
mer sunlight, and absent from winter sunlight. This 
phenomenon has been studied experimentally (Epstein, 
S.: Photoallergy and primary photosensitivity to sul- 
fanilamide, J. Invest. Dermat., 2:43, 1939) and observed 
clinically in many cases (Peterkin, G.A.G.: Sulfona- 
mide rashes. An analysis of 500 cases seen in North 
Africa and Italy, Brit. M. J., 2:1, 1945). 

Although a sulfonamide compound would be far 
more likely to induce photosensitivity than penicillin or 
the tetracyclines, such sensitivity is not likely to persist. 
However, spontaneous photosensitivity is by no means 
an uncommon disease. The lesions seen in exposed 
areas may vary widely from a frank dermatitic reaction 
to lesions resembling hives or erythema multiforme. In 
photosensitivity without relation to drugs, the adminis- 
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tration of chloroquine, 250 mg. daily, will ordinarily 
prevent the photosensitivity reaction. 


Oxygen for Skin Divers 


Q. My son has purchased a skin-diving suit and tank. 
The literature pertaining to this suggests that only 
air be used for breathing while under water. Please 
explain why oxygen would not be satisfactory in a 
perfectly healthy individual. 


A. Oxygen is not to be used with underwater equip- 
ment for two reasons. 

1. Most of these pieces of equipment are used with 
air and in consequence small quantities of oil are de- 
tectable in the cylinders and valves. Mixed with oil, 
oxygen can be explosive, particularly with the heat 
evolved on compression of the air. 

2. Of greater importance is the toxic effect of oxygen 
when administered under pressure. For every 33 feet 
that one descends below the surface of water there is 
an added pressure on an individual of one atmosphere. 
At 100 feet, the pressure would be four atmospheres. 
The breathing of pure oxygen under high pressures 
for a long enough period of time (the time varies with 
the total oxygen pressure) leads to serious symptoms, 
the most important of which is a convulsive seizure. 
This is particularly important in equipment using a 
mouthpiece that can be lost if convulsions ensue and 
the individual can drown. 

All divers are tested for oxygen sensitivity under 
pressure to determine the potential hazard. 


Technique of Hysterectomy 


Q. What is the present status of total versus subtotal 
hysterectomy ? 


A. A subtotal hysterectomy can be performed without 
pangs of conscience whenever the surgeon can present 
a clearcut indication for the preservation of the cervical 
stump. Perhaps the most frequent of such indications 
which has any degree of validity (and it is not common) 
is technical difficulty—in the face of an extensive endo- 
metriosis or an extreme and long-standing case of pelvic 
inflammatory disease in which the cervix is not available 
without considerable hazard to the patient. In such cir- 
cumstances, subtotal may be performed, although the 
subsequent transvaginal removal of the cervix after the 
major disease process has settled down is wise. 

In the overwhelming majority of cases in which hys- 
terectomy is indicated, however, there is no indication 
for the preservation of the cervix, and total hysterec- 
tomy represents the operation of choice. 
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Eye Correction 


(National Society for the Prevention of Blindness, Chica- 
go, March 27.) Mayor correction of visual defects 
should be made before a child reaches school age, to 
eliminate serious physical, educational and emotional 
effects of visual problems. Some opthalmologists no 
longer hesitate to prescribe glasses for infants as young 
as 10 months. Numerous parents erroneously believe 
that glasses will weaken a child’s eyes, or make him 
dependent upon optical aid.—Dr. Cecu. W. Leparp, 
Wayne University Medical School, Detroit. 


Radiation Hazard 


(Military Medico-Dental Symposium, sponsored by Com- 
mandant, First Naval District, Boston, March 23.) 
CHEST AND STOMACH X-RAYS give the average person 
more radiation than all the atom bomb tests to date. 
“The most important source of radiation for the public 
is through public health—the mass chest x-rays for 
example—though there is a far greater hazard in not 
controlling tuberculosis through the use of chest 
x-rays. It is foolish to worry about fall-out when we’re 
giving x-ray radiation as routine.”—Dr. SHrELps 
Warren, Boston. 


Isotopic Evaluation 


(Ibid, March 23.) One wnsection of a dilution of four 
radioisotopes and nonradioactive deuterium can meas- 
ure total red blood cell volume; total body volumes of 
chlorine, potassium, sodium and water; total plasma 
cell volume; an amount of extracellular water in the 
body. The isotopes employed are radioactive sodium, 
potassium, bromine and chromium. The method is 
useful in evaluating inroads by acute or chronic illness 
in patients being considered for surgery.—Dr. FRANCIS 
D. Moore, Harvard Medical School and Peter Bent 
Brigham Hospital, Boston. 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP's aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


MEDIGRAMS 


Alcoholism Risk 


(National Commitice on Alcoholism, New York, March 
31.) SevENTY miLLION Americans consume alcoholic 
beverages, and one in every 16 will become an alcoholic 
in ten or 15 years, says Dr. R. E. McGill, adminis- 
trator of the Huey P. Long Charity Hospital, Pine- 
ville, La. Supt. Theodore A. Austin of City Hospital, 
Worcester, Mass., expressed the opinion that all 
alcoholics whether occasional drunks or chronic alco- 
holics, need hospital treatment. 


Emotional Problems 


(American Orthopsychiatric Association, New York, 
March 16.) Evwence that the public is assimilating 
recent psychiatric concepts of child-rearing is found 
in an interview survey in Salt Lake City. The under- 
standing appears slightly higher among younger par- 
ents engaged in raising children. “However, in terms 
of knowledge of cause, symptoms and treatment of 
emotional disturbances in children, no particular cor- 
relation was found with any factors such as age, in- 
come, occupation or education. Although a fairly good 
knowledge of cause and symptoms was in evidence, 
those who would seek professional aid were few.”— 
Nyta J. Coxg, m.p., Orat M. Saaw, Jack STENECK and 
Lzonarp H. Tasororr, m.D., Utah State Mental Hygiene 
Clinic and University of Utah College of Medicine. 


Spontaneous Regression 


(American Cancer Society announcement, Chicago, March 
27.) Puysicians are urged to report bona fide cases of 
spontaneous regression of cancer to Dr. Warren H. 
Cole and Dr. Tilden C. Everson at the University of 
Illinois School of Medicine. In a preliminary survey 
of this phenomenon, they find 88 apparently bona fide 
cases among 302 listed by an earlier large-scale study 
covering the years 1890 to 1916. The rest they elimi- 











nated for lack of sufficient evidence. Known causes of 
“spontaneous regression” include removal of the en- 
tire cancer by the biopsy; surgical removal of the en- 
tire cancer, while surrounding areas that appear to 
be hopeless metastases, actually are only inflamed 
tissues; and adequacy of apparently inadequate radia- 
tion. But in other cases, nature appears to have cured 
the cancer. Drs. Coie and Everson ask reporting physi- 
cians to indicate any unusual events, such as high 
fever, which might explain the cancer regression in 
their patients. 


Polio Antibodies 
(American Chemical Society, Dallas, April 9.) Potio 


ANTIBODIES in a monkey’s serum were found mainly 
in the beta globulin rather than gamma globulin upon 
electrophoresis-convection analysis. In human serum 
possessing high antibody titers against all three tvpes 
of virus, the antibodies against Type I and Type II 
were found mainly in two distinct fractions of the 
gamma globulin. ‘It may be erroneous to assume un- 
equivocally that any given antibody will be present in 
gamma globulin.”—Szrcr N. Timasuerr, px.p., U.S. 
Department of Agriculture’s Eastern Utilization Research 
Branch, Philadelphia. 


Cancer Chemotherapy 


(Ibid, April 9.) Cumicat Triats are under way in 
several medical centers with chloroquine mustard, a 
promising new anticancer agent derived from nitrogen 
mustard and the antimalarial, chloroquine. It utilizes 
chloroquine’s characteristic of localization in body 
tissues as a carrier for the anticancer fraction of the 
nitrogen mustard molecule. Animal tests indicate the 
combination results in increased anticancer activity 
with reduced toxicity, permitting larger dosages.— 
Dr. Cuartes C. Price and Dr. Acuintya K. Sen, 
University of Pennsylvania, and Dr. RALPH JONES, JR., 
University of Miami School of Medicine. 


Trichomoniasis 


(Ibid, April 10.) A new c1ass of antibiotic agents 
promises to surpass tetracycline and oxytetracycline 
in control of trichomoniasis. Known as tertiary butylan- 
hydrotetracycline analogues, they were in test tube 
trials 200 times as effective against Trichomonas 
vaginalis as either of the two antibiotics. In trials on 
laboratory animals they again proved more effective 
than the parent antibiotics, though they lack their 
broad-spectrum action.—Dr. Cuaries R. STEPHENS, 
Jr., Chas. Pfizer e Co., Groton, Conn. 


Pinworm Agent 


(Ibid, April 9.) Ong IN A NEW cLass of compounds is 
undergoing clinical tests for activity against pinworms 
in humans. Designated as Ro 2-5653/3, it is one of a 
large number of substituted carbamylmethyl-benzy]- 
dialkylammonium halides.—Dr. M. W. Gotpserc, Dr. 
A. I. Racuun, W. R. Rent and N. Wasytrw, Research 
Department, Hoffmann-La Roche, Inc., Nutley, N.J. 


Male Sex Hormone 


(Ibid, April 11.) Hatorestin, a new synthetic male 
hormone, looks promising for human therapy in initial 
clinical tests. It appears about ten times as potent as 
methyltestosterone, the only oral androgen currently 
available to the medical profession, without producing 
undesirable side effects.—Dr. Joun C. Bascocx, Mi- 
Ton Herr, Dr. Roserr O. Srarrorp and STANLEY 
Lystrr, The Upjohn Company, Kalamazoo, Mich. 


Steroid Anesthetics 


(Ibid, April 11.) A New series of physiologically active 
steroids has been synthesized. These agents produce 
anesthesia in laboratory animals by acting upon the 
central nervous system. They are closely related to 
hydroxydione (Viadril) announced last year as a 
steroid anesthetic. The new series also possesses anes- 
thetic rather than hormone properties.—Drs. S. K. 
Ficpor, S. Y. P’An and G. D. Lausacn, Chas. Pfizer 
e Co., Inc., Brooklyn, N.Y. 


Breast Cancer Survival 


(American Radium Society, Houston, April 9.) Rapicat 
MASTECTOMY, with en-bloc-in-continuity resection of 
the internal mammary lymph node chain, has in- 
creased the three-year survival rate of operable breast 
cancer. More extensive than the classical radical 
mastectomy, it is particularly indicated in clinical 
stage I and early stage II patients.—Dr. Jerome A. 
Ursan, New York City. 


Eye Tumor Treatment 


(Ibid, April 10.) Irrapiation with Cobalt-60 has 
brought apparent cures to date in 27 of 28 children 
with retinoblastoma involving less than one-third of 
the retina. The cobalt isotope is put on a specially 
built, stainless steel disc, and then placed at the tumor 
site. Surgery is performed if more than one-third of 
the retina is involved.—Dr. Ivor G. Wmutams, Si. 
Bartholomew's Hospital, London, Eng. 
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special Features 


MODERN MEDICAL CARE 


BY J. S. DETAR, M.D. 
Milan, Michigan 


In reply to many inquiries, Academy President J. S. DeTar 
discusses the general practitioner-hosjital relationship and 
the significance of steps taken at the AMA’s Boston meet- 
ing to discourage arbitrary hospital discrimination against 
general practitioners.—PUBLISHER 


IVE BEEN ASKED to highlight the AMA House of Dele- 
gates decision affecting family doctors and general 
practice. I’m anxious to supply this information be- 
cause I believe these official actions of American medi- 
cine are sound and in keeping with the best medical 
interests of the American people. 


The Existing Situation 


While the outstanding general practitioner was being 
placed on a public pedestal for worshipful acclaim in 
state and national elections, the same generalist was 
being told by his hospital staff that his usefulness was 
ending, that his hospital practice must be curtailed, 
and that the services he formerly rendered must now 
be performed by specialists. In short, he was told that 
he had no place on a hospital staff. 

With a public crying for more family physicians, the 
number entering the general practice of medicine was 
dwindling annually. In 1950, only 18 per cent of the 
graduating medical school seniors planned to enter 
general practice. With a surplus of general surgeons 
and a shortage of general physicians, the per cent of 
residents engaged in specialty training had risen to 98 
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per cent. The percentage training for general practice 
had dropped to 2 per cent. In the face of the obvious 
need for more high-quality rotating internships, these 
were sponsored by only five of the 80 medical schools. 
With lip service to general practice, only two of the 80 
medical schools were operating a separate department 
of general practice. 

Hundreds of medical students, viewing the situation, 
were selecting their specialty before graduation. They 
were completely by-passing the general practice of medi- 
cine. The picture was not pretty—but it was real. 
Something needed to be done. 

In view of the over-all unpromising outlook, remember 
that certain broad, basic philosophies are generally ac- 
cepted by all members of the profession. For example, 
it is generally recognized that the generalist and the 
specialist each have a definite role in the care of the 
patient. It is acknowledged that the generalist brings 
to his patient certain knowledge and techniques which 
the specialist does not have. It is clearly conceded that 
in specializing and focusing his interests, the specialist 
has lost the broad perspective that the generalist 
maintains. 

This breadth of perspective does not find its true 
mode of expression in a multiplication of techniques, 
but rather in the performance of the general practi- 
tioner as truly the family physician, the family coun- 
selor, the diagnostician, and the captain of the medical 
team plan for the family as a whole. It is the role of the 
generalist to administer care in all types of cases, to 
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Both the generalist and the specialist have a definite role in the 
care of the patient. 


the limit of his professional competence, and to discern 
when the patient needs a specialist. Then, with the 
help of a specialist, the family doctor carries out the 
management and therapy. 

The well-trained generalist is qualified to manage 
the great majority of the problems he confronts. In- 
deed, he can manage them better than the specialist. 
Conversely, however, medicine has become so compli- 
cated that it is absolutely mandatory and the right of 
the patient to request the services of physicians who 
have limited their attention to certain specialty fields. 
The union of these two categories, the generalist and 
the specialist, is necessary to modern medical care. 

Conflicting interests, those of the generalist and the 
specialist, have, during the past generation, gained the 
ascendancy over the union of these interests. We see 
it in the rapid growth of specialization. We see it in the 
decreasing number of generalists. We see it in the pre- 
graduation selection of a specialty. We see it in the 
strangling of the generalist by hospital snafus and in 
his total exclusion from hospital staff membership. 


AMA Takes Action 


Now, taking note of these developments, the AMA 
House of Delegates, meeting in Boston on December 
1, 1955, took action which is certain to exert a pro- 
found effect on the nature of the practice of medicine 
for the next generation. 

We all remember the highly inflammatory publicity 
to which the medical profession was being subjected 
three years ago in national magazines. Some of the 
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articles were entitled “‘Why Some Doctors Should Be 
in Jail,” ‘Too Much Unnecessary Surgery,” “Patients 
for Sale,” etc. These articles resulted in 11 resolutions 
of condemnation on the floor of the House of Delegates. 

That was in December, 1953. The result was the 
formation of the AMA Committee on Medical Prac- 
tices. This committee worked for a year and spent 
$14,000 conducting surveys, interviewing doctors, and 
interviewing patients. The committee came up with 
forthright recommendations, one of which was that 
the AMA, “should use its full influence to discourage 
arbitrary restrictions by hospitals against general prac- 
titioners as a group regardless of their qualifications as 
individuals.” 

The Board of Trustees studied the report for a year. 
In June, 1955, it made certain recommendations. How- 
ever, they completely by-passed this provision to dis- 
courage arbitrary restrictions by hospitals against gen- 
eralists. Now, this was considered a grave oversight by 
delegates who opposed closing the subject by adding, 
to the archives, another study and report. 


Delegates Read Report 


The members of the House did not have copies of 
the Committee on Medical Practices report. The chair- 
man of the board explained that the board had no in- 
tention of withholding the text but considered some 
of the text unsuitable for public quotation. The Board 
of Trustees includes highly regarded members of the 
profession, selected by delegates who themselves are 
selected by their state medical societies. The members 
are hard-working, sincere, devoted servants of the 
medical profession. However, the House of Delegates 
is never a rubber stamp and that’s a healthy situation. 
Asa result, the House did not accept the recommenda- 
tions of the board and asked that each member receive 
a copy of this controversial report. 

This was in June, 1955. During July and August, 
the report of the Committee on Medical Practices was 
published in several medical periodicals. The lay press, 
in the main, complimented the profession for tackling 
a knotty problem. 

Remember that the most controversial point pro- 
posed by the Committee on Medical Practices was the 
recommendation that the AMA use its full influence to 
discourage arbitrary restrictions by hospitals against 
general practitioners. This was the focus of great in- 
terest for the 60,000 or more AMA members engaged 
in general practice. The committee asserted that arbi- 
trary restrictions existed—but failed to document the 
statement. 

Believing that the question would arise in Boston, 
the Academy went into action. Its Commission on Hos- 
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pitals decided to determine whether arbitrary restric- 
tions were a fact or a figment of the imagination. Last 
August, a questionnaire was mailed to the officers of 
state Academy chapters—to physicians who should 
have facts at their fingertips. The response was amazing. 
Overnight, 170 affidavits reached the headquarters of- 
fice. Testimony included names of patients and hos- 
pitals, with specific instances of restriction and exclu- 
sion of generalists in hospital staff organization. 


Trend Noted 


These examples rather conclusively demonstrated 
the trend toward universal specialization. It demon- 
strated gradual but steady limitation of the generalist 
from hospital staff privileges and hospital staff mem- 
bership. It demonstrated the steady decline of the 
numbers of young physicians entering general prac- 
tice; in fact, it developed into a composite picture 
highly prophetic of the demise of general practice and 
the end of the generalist as a family physician. This 
paper was sent to AMA House of Delegates members. 
Every effort was made to provide advance information 
which would help delegates reach an intelligent decision. 

Some of the experiences encountered in this paper 
were rather shocking. From North Carolina, a young 
doctor wrote that although he’d had one year of resi- 
dency in anesthesiology, his hospital would not let 
him give an ether anesthetic because he did not have 
his Board certificate in anesthesiology. 

From Virginia, came this story: One of the young 
doctors asked for privileges in general medicine to in- 
clude medicine, pediatrics, obstetrics and minor sur- 
gery, including fractures. He received the following 
letter from the chief of staff: “Our own interpretation 
of general medicine does not include such specialties 
as pediatrics, obstetrics, or any of their sub-specialties.” 

What, then, zs the general practice of medicine? In 
a Detroit hospital is this sign in a doctor’s waiting 
room: ‘‘No referring doctor may enter the operating 
room during an operation unless as a consultant, in an 
emergency, or as an interested party in an unusual 
case.” There’s something wrong with a picture like 
that. 

From Newark, N. J., comes this story. One of the 
doctors writes that a generalist cannot do a simple 
episiotomy or rupture membranes without permission 
of the resident—not even the attending obstetrician. 
What intern seeing this type of limitation, would even 
consider the general practice of medicine? 

From Richmond, Va., comes this tale: ‘Daily the 
generalist must turn over his emergencies to a spe- 
cialist in order to get a bed for his patient.” 

One of my friends from Detroit was asked to come 
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to the emergency room of his hospital and put a piece 
of adhesive tape on the chest of one of his patients who 
had had an uncomplicated rib fracture. He was told 
by the supervisor of nurses that he would have to call 
the orthopedic surgeon to put on the tape. It was a 
fracture and the rules of the hospital required that all 
fractures be repaired by orthopedic surgeons. In the 
same hospital, a different physician was told that he 
would have to call an orthopedic surgeon to apply a 
splint to an uncomplicated fracture of the middle pha- 
lanx of the middle finger. 

In a Baltimore hospital, a generalist may admit pa- 
tients below the age of 12 or above the age of 12—but 
not both. In the same hospital, simple lacerations can- 
not be sutured or abscesses opened in the emergency 
room. The generalist must call a Board surgeon. In 
one of the hospitals in Orlando, Fla., the privilege of 
using outlet forceps was withdrawn for generalists with- 
out prior consultation. In Manhasset, N. Y., the gen- 
eralist and the obstetrician can no longer do circum- 
cisions on the babies they deliver. They must call in a 
urologist. Consider the cost and absurdity of such 
regulations. 

In Cottonwood, Ariz., one of the generalists applied 
for staff membership. The chief of staff said, ‘Don’t 
you know that this is a closed corporation?” In Pitts- 
burgh, a man who had interned at the Mercy Hospital 
later applied for staff membership. He was refused and 
informed that Mercy Hospital did not accept general 
practitioners on the staff. He applied at the South Side 
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In 1950, only 18 per cent of the graduating medical school seniors 
planned to enter general practice. Only five of the 80 medical 

















Hospital. Again, he was refused—because he had not 
taken his internship at the second hospital. Thus, he 
was excluded from both hospitals. 


Still Receiving Reports 


I could go on and on and on. Many hospitals do not 
even have a generalist on the staff. There are 23 in 
Massachusetts alone which have no generalists on their 
staff. These examples are not exceptions to the rule. 
Since the committee report was published and dis- 
tributed to delegates, hundreds of others have been 
submitted. They prove, beyond question, that the AMA 
action on December 1 was appropriate; that it was due, 
if not overdue; and that it was vital to the survival of 
the general practice of medicine. 

These are examples of super limitation and exclusion. 
However, they’re not isolated and they’re not rare. We 
are dealing with a widespread malady which threatens 
to continue and grow. When you consider it, the cost 
of medical care is intimately related to the question of 
whether the hospitalized patient is shunted from spe- 
cialist to specialist without the supervision of the family 
physician who knows him best, or whether the personal 
physician is allowed to supervise his care utilizing 
specialty consultation, but exercising the guiding hand 
of control over his medical and his financial interest 
and providing continuity of medical attention. There 
is no question in my mind but that this proper super- 
vision of the patient is directly related to the total cost 
of his illness and to the direct corollary thereof, which 
is government control of medical care. As such, the 
proper privileges for the generalist become the prob- 
lem and the interest of all medical groups—specialist 
and generalist alike. 

The thinking public will stand for just so much. 
From every point of view, that of sound medicine, that 
of sound economics, the general physician must be 
integrated into the modern hospital organization. There 
must be some middle ground between unlimited, un- 
controlled, unchecked low-quality hospital practice 
and the absurdities of exclusion and limitation. The 
Academy has never defended privileges for the incom- 
petent. There is no reference in the Academy’s hos- 
pital manual which urges privileges for those who are 
not able and qualified. The manual stipulates that the 
general practitioner shall be evaluated on the basis of 
his individual training, judgment, skill and results. For 
this objective, the Academy will continue to fight. 

The Committee on Medical Practices report was 
studied by AMA delegates. Two resolutions were in- 
troduced. One, from Michigan, sought to reinforce the 
rather conservative version of the trustees’ recom- 
mendations. The other, from Colorado, was introduced 
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by an American College of Surgeons member aiid 
placed squarely before the House of Delegates the 
problem of preserving the general practice of medicine. 

The explosion came in the reference committee. On 
November 29, 44 doctors testified. The chairman of the 
reference committee, Dr. Lewis A. Alesen, Los Angeles, 
California, a surgeon, conducted a very fair inquiry. 
Of the 44 men testifying, 43 spoke in favor of some 
portion of the proposals. More than 200 spectators 
listened. Decrying the practices of arbitrary limitation 
and exclusion were urologists, surgeons, anesthesiolo- 
gists, internists, and generalists. It was very obvious 
that here was no controversy between surgeons and 
generalists, between the College of Surgeons and the 
Academy of General Practice. Here was demonstrated 
a united front to put the AMA squarely on the line to 
preserve the general practice of medicine. 


Reference Committee Reports 


I'd like to quote part of the reference committee 
report: “It was never intended that staff appointments 
of hospitals generally, or even in hospitals approved 
for residencies, should be limited to board certified 
physicians as is now the policy of some hospitals. Such 
policies if practiced extensively are detrimental to the 
health of the American people and therefore to Ameri- 
can medicine. Hospital staff appointments should de- 
pend on the qualifications of physicians to render prop- 
er care to hospitalized patients as judged by the pro- 
fessional staff of the hospital and NOT on certification 
or specialty society membership. This idea has also 
been endorsed by the Joint Commission on Accredita- 
tion of Hospitals.” 

Continuing, the report said: “Resolved: That a 
continuing Committee on Medical Practices be created 
in the American Medical Association to conduct a 
study of the relative value of diagnostic medical and 
surgical services and to report its findings and recom- 
mendations to this House in the same manner as is now 
provided by other committees and councils of the 
association.” 

This then is a permanent committee to report twice 
a year to the House of Delegates on medical practices, 
medical services and medical fees. 

Continuing, the report said: ‘Resolved: That this 
committee shall consist of five members of the House 
appointed by the speaker, three of whom shall be gen- 
eral practitioners.” 

I recall no such stipulation in any resolution in the 
House of Delegates in many years, that three of a com- 
mittee of five must be general practitioners. 

Here’s the next phrase: “Resolved: That this com- 
mittee shall be directed to utilize all possible means to 
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stimulate the formation of a department of general 
practice in every medical school.” 

This is getting to correction at the source. Right 
now there are only two such departments, one in Ten- 
nessee and one in Mississippi. This directs that all pos- 
sible means be used to stimulate the formation of a 
department of general practice in every medical school. 

The next part reads: “Resolved: That the American 
Medical Association approve of the medical school 
teaching programs which afford the medical student 
opportunity for experience in the general practice of 
medicine.” 

This refers to preceptorships and although there 
are 24 medical schools that have preceptorship pro- 
grams at the present time, only one-seventh of our 
medical students are given that privilege because many 
of these schools are small. 

The next phrase has teeth: “Resolved: That the 
representatives of the American Medical Association 
in the Joint Commission on Accreditation of Hospitals 
be instructed to stimulate action by that body leading 
to the warning, the provisional accreditation or the re- 
moval of accreditation of community or general hos- 
pitals which exclude or arbitrarily restrict hospital 
privileges for generalists as a class, regardless of their 
individual professional competence after appeal to the 
commission by the county medical society con- 
cerned . . .” 

This leads to the warning or removal of accredita- 
tion of any hospital which arbitrarily restricts hospital 
privileges if that appeal is made by the county medical 
society concerned. 

The last part states that the committee will assist the 
AMA public relations department “to present a pro- 
gram of public education designed to bring about a 
better understanding of all fields of medical practices.” 
This includes the relative value of diagnostic and gen- 
eral medical service. The committee is also instructed 
to “use its full influence to discourage any arbitrary 
restrictions by hospitals against general practitioners 
as a group or as individuals.” 

The last part requires that “a copy of this resolution 
be sent to the American College of Surgeons, the Amer- 
ican College of Physicians, the American Academy of 
Pediatrics, the American Academy of Obstetrics and 
Gynecology, the American Academy of General Prac- 
tice, the American Hospital Association, the Catholic 
Hospital Association, the American Protestant Hospi- 
tal Association, and the chief of staff of every hospital 
in the United States and its Territories, and to the 
deans of each medical school.” 

This resolution was passed unanimously by the 
AMA House of Delegates and now constitutes the offi- 
cial policy of that association. There is no uncertainty 
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Copies of the Committee on Medical Practices report were mailed 
to all AMA delegates. In Boston, the House of Delegates acted on 
the report. A i ly-passed resolution set up a five-man 
committee to carry out specified recommendations. 




































about those words. They are direct and to the point. 
They are not the demands of a group of general prac- 
titioners bent on self interest. They are today the 
adopted policies of the AMA—approved by unanimous 
vote of its governing body consisting of more than 75 
per cent specialists. It demonstrates deep concern over 
serious problems of medical care unrelated to special- 
ties. There is no reason to believe that these recently- 
adopted policies of American medicine are insincere, 
or that they represent a pat on the back to the family 
physician, or a crumb thrown to a public crying for 
family doctors. Conversely, they represent an enlight- 
ened attitude by the members of the House of Dele- 
gates to correct a trend toward threatened universal 
specialization by more and better trained generalists 
for the care of America’s family practice. 

Statements of AMA policy do not, of course, solve 
all problems. Nor does the delegation of duties to a 
committee eradicate the existing deficiencies on hos- 
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pital staffs. However, these are powerful directional 
pointers and I believe that hospital staff organizations 
will take note. The acid test, is neither what’s good 
for the generalist nor what is good for the specialist, 
nor even what is good for the AMA. The validity, 
the worth, and the viability of any such socio medical 








economic policy must be judged by what is good fir 
the American people. He who chooses this concept 
as his guiding principle will stand on solid ground — 
and on the same ground as the American Medical 
Association. The renaissance of the generalist is truly 
imminent. 





Electronic Note Taking 


THE PRACTICAL MAGIC of verbatim recording has moved into 
the doctor’s office and proved itself a valuable technique 
in medical interviews. 

With any one of many electronic recording devices avail- 
able, the doctor may capture the fleeting spoken words. 
Here is history taking at its best: complete, accurate and 
objective. 

Consider the usual medical interview. In a limited time 
the doctor has to listen, ask questions, instruct, take notes, 
develop good rapport with the patient, tactfully avoid un- 
desired questions, maintain emotional serenity, listen for 
clues to the correct diagnosis and plan the course of 
treatment. 

Is it any wonder that the conventional case history, 
sketchily written by the doctor, is subject to misinterpreta- 
tion, distortion, editing and substitution of the doctor’s 
opinions for the patient’s actual statements? 

Comments which seem irrelevant and which might be 
omitted and quickly forgotten are often the most important 
clues to the patient’s troubles. Playback of a medical inter- 
view enables the doctor to listen with more discrimination. 
If he wishes, he may keep the records as an oral history of 
the patient’s health. 

The physician will be able to discover any unpleasant 
speech mannerism or defective interviewing technique he 
may have. Through listening to his recordings, he can 
eliminate his weak points and strengthen his strong points, 
much as a radio announcer strives for more effective 
performance. 





The medical student can improve his verbal interchange 
with his patients in like manner. Instructors can determine 
the student’s weak points and better guide his progress. 
Recordings of outstanding lectures provide a great potential 
in postgraduate medical education. In the medicolegal 
field, verbatim recordings can provide invaluable courtroom 
evidence. 

Psychiatrists utilize verbatim recordings in studying the 
speech habits of their patients. In some cases, patients 
listen to their own recordings for insight into their emotional 
difficulties. 

With the advantages recorders afford, electronic note 
taking is evidently here to stay. 
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A DRUG IS BORN 


BY LOIS LAMME 


New Druc AppuicaTion 10,000 was filed July 24, 1955, 
with the Federal Food and Drug Administration. FDA 
Commissioner George P. Larrick hailed the occasion 
as a “milestone of medical progress.” 

“The new drug applications filed in the past 17 
years have recorded an era of unequalled progress in 
pharmaceutical research and development,” said Mr. 
Larrick. “This period—first narked by the introduc- 
tion of the sulpha drugs and then by the antibiotics— 
has truly been an era of ‘miracle drugs’.” 

More than half of the drugs in use today were un- 
known 17 years ago. They have revolutionized medical 
practice and added years to life expectancy. Pneumo- 
nia, formerly the nation’s number one killer, now ranks 
fifth as a cause of death. Bacterial endocarditis, nearly 
always fatal 17 years ago, today is curable. Epidemic 
meningitis fatalities have been reduced from 40 per 
cent to 5 per cent. 


A Majestic Pattern 


One new prescription drug has been launched on 
the market daily, including Sunday and holidays, since 
1947. Each year, the average American physician re- 
ceives more than 3,000 pieces of descriptive pharma- 
ceutical mail. Drug samples accompany nearly a third 
of them. 

If it is hard to imagine the spate of new drugs, it is 
even harder to comprehend the majestic pattern of 
research that lies back of them. It is a structure erected 
by many hands and tools from many fields. 

Launching a new drug today is a highly complex 
and expensive undertaking. From the days of the lone 
investigator, pharmaceutical science has evolved into 
a coordinated research structure employing complex 
techniques. These require the cooperation of individu- 
als, sciences and institutions, and sometimes the 
cooperation of nations. 

Before the mid-30’s, the pharmaceutical industry 
was primarily concerned with promoting new combina- 
tions of old drugs, rather than with development of 
new drugs. However, the pharmaceutical industry, 
largely responsible for the discovery of sulfa drugs, 
has since established company laboratories which are 
now powerful allies of the medical research team. Fur- 
ther research impetus was provided by World War II, 
which cut off previous sources of supply. 
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These four-story high fermentation tanks are used in the manufac- 
ture of antibiotics. Highly trained technicians constantly check the 
complex processing which is at work within the tanks. 


Obsolescence a Problem 


Prior to the first World War, most of the synthetic 
organic chemicals used in this country were produced 
in Europe and protected by United States patents. 
However, when the United States entered the war, the 
patents were seized from foreign scientists and made 
available to domestic companies. 

One of the big production problems of the industry 
is obsolescence. Management must decide whether or 
not the product under consideration is the best one 
that can currently be found. Otherwise, it will soon be 
outmoded by a better product. 

The industry faces many legal and patent problems. 
In the past few years, there has been a tendency for 
unauthorized companies to produce and market pat- 
ented products. This situation poses a great problem 
to pharmaceutical manufacturers who spend large 
amounts of money on research. The life of some drugs 
is very short and they may be obsolete before a legal 
decision is reached. 

New drugs are still conceived outside of company 
laboratories. They are initiated in various ways: (1) en- 
tirely within company research organizations ; (2) with- 
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Pharmaceuticals must measure up to high standards throughout 
all stages of their complex development. Here a technician adjusts a 
vacuum line in a radioisotope laboratory. 


in the research department but with a new use dis- 
covered by outside clinicians; (3) by an academic 
scientist working on a grant from the pharmaceutical 
company ; or (4) by an outside, independent research 
worker. The latter drugs are often developed and made 
available to the medical profession by pharmaceutical 
companies. 


Series of Steps 


Irrelevant discoveries, too, occasionally play sensa- 
tional roles in the “wonder drug” era. Scientists watch 
for them—anxious to investigate their significance. 

In developing a new drug, the research, as carried 
out by many corporations today, can generally be 
broken down into a series of steps. According to the 
American Pharmaceutical Manufacturer’s Association, 
these are: 

1. Chemical research (either analysis or synthesis) 

2. Pharmacology and chemotherapy 

3. Pharmaceutical research 

4. Clinical research 

The idea for a new drug is worked out by the chem- 
ist; its effect is observed by the pharmacologist and the 
bacteriologist in animals; it is put into a form accept- 
able to human patients by the pharmacist and it is 
finally sent for clinical trial to hospitals and research 
centers. This concerted-attack pattern helps coordinate 
the work of many investigators in many laboratories. 
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Many years ago, discoveries of new drugs were few 
and far between. They were extracted ready-made from 
plants, animals and minerals. Testing before marketing 
was a casual procedure, if it was done at all. ; 

Today most new drugs are made by chemists who 
use many and varied methods. They have a number of 
possible approaches : chemical analogy with substances 
having known properties; use of chromatography and 
other sensitive new methods of discovering natural 
materials in small quantities; and exploration of new 
families of compounds through new techniques of 
chemical synthesis. 


Devise Screening Program 


The chemist works closely with scientists in the 
related fields of pharmacology, physiology, biology and 
experimental medicine. With many groups working 
closely together, it is difficult to tell where the work of 
one begins and another ends. Pooling of all these skills, 
along with the many new approaches in developing 
drugs, has infinitely extended the limits of therapeutic 
activity as well as the possibilities of toxicity. 

Early in the process of creating a new drug, a screen- 
ing program must be devised to determine the chemical 
structures of the chemical families that might be active 
against the disease. Most of the screening programs 
are conducted with animals such as mice, dogs or 
monkeys. 

Thousands of widely different chemical compounds 
can be screened in this way. When a clue to activity is 
discovered, the structure of that particular chemical 
compound is intensively studied. Further research is 
carried out by synthetic organic chemists to synthesize 
analogs and variations of the structure. 

How does a research team know that it has discovered 
a really new drug? In the case of an antibiotic, one 
interesting method is paper chromatography. This 
technique utilizes the differences in mobility of various 
antibiotics as they advance along a strip of paper in a 
solvent. Each antibiotic has its characteristic location. 
If it appears to be a new one, the biochemist then at- 
tempts to produce the drug in higher yields. 


Pharmacologists’ Role 


Mass distribution of a new drug does not begin as 
soon as it is discovered. The pharmacologist must first 
ascertain that it will not affect the patient except as 
intended. The discoverers or developers of the drug 
may know one of its functions, but they must also know 
what else it will do. It is possible that the beneficial or 
curative effect may be overshadowed by dangerous 
side effects. 
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The pharmacologists subject the new drug to ex- 
haustive tests on experimental animals. They learn its 
effects upon organs and tissues. Many drugs never get 
beyond the pharmacologists’ laboratories because harm- 
ful reactions are discovered there. The pharmacologists, 
then, are watchdogs for the discoverers or manufac- 
turers of new drugs as well as for the consuming pub- 
lic. Many man hours, millions of dollars and many 
heartaches have been expended by pharmaceutical 
companies in lines of research which have resulted in 
no improvement in therapeutic agents. 

Studies in animals do not always provide accurate 
predictions of human reactions. People do not always 
respond as the animals do and the drug is therefore 
referred to the clinician for trial in humans. The final 
decision as to the usefulness and safety of the product 
rests on the clinician’s recommendations. He reaches 
his decision through the help of specialists and tech- 
nicians such as the bacteriologist, biochemist, radi- 
ologist and pathologist. 

Evaluation of the resultant data is difficult and criti- 
cal. First, there is the question of reliability of the data 
—all the tests, measurements and observations. En- 
vironmental variables must be measured with precision. 
And more difficult to control and observe are the vari- 
able individual responses to the drug, both quantitative 
and qualitative. The methods themselves are subject to 
inherent errors which must be taken into account in 
evaluating the results. 


Drug Is ‘Farmed Out’ 


Often the first step in the clinical study of a new 
drug is a cautious trial by the clinical staff members 
and other volunteers. If these trials are satisfactory, 
the drug is given to carefully selected patients. If it 
appears to have valuable therapeutic effects, the drug 
is then “‘farmec out,” usually to a physician who has 
become eminent in the phase of medical research in- 
volved. This physician is often associated with a medi- 
cal school, large clinic or research institution which 
hasample facilities and patients for clinical investigation. 

If this initial investigation has yielded encouraging 
results, the trial is extended, usually to five or six men. 
These men will come to some decisions about dosage 
requirements, modes of administration, side effects, 
therapeutic value, stability and possibility of manufac- 
ture to compete satisfactorily with other drugs on the 
market. Favorable answers provide the go signal for 
expanding the investigation to several thousand prac- 
titioners for a test of the profession’s ability to handle 
the drug. 

After the initial clinical exploratory period, the 
pharmacist and pharmaceutical chemist exert their in- 
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fluence. The research pharmacist must incorporate 
enduring qualities of pharmaceutical elegance and 
stability. These qualities must endure so long as the 
product stays on the pharmacist’s shelf. 

With the aid of the chemical engineer, practical 
manufacturing procedures are devised. The manufac- 
turer has the final responsibility for the product, and 
he must know fully all the details of production and 
packing. Control procedures must guarantee that each 
successive lot and every package of each lot will have a 
specified composition and can be expected to produce 
the same physiologic action and results. 


Fix the Dosage 


Control of medicinal products encompasses inquiry 
into every phase of purchasing, manufacturing, pack- 
aging, storage and labeling pertinent to the mainte- 
nance of uniform character and to the justification of 
label and advertising statements. 

The manufacture of a new drug is a story of many 
facets, the polishing of tablets or the production of 
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The utmost sterility is required for packaging antibiotics. For 


protection against ultraviolet rays which constantly bathe the area, 
employees wear masks, gowns, visors, gloves and glasses. 
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sterile ampoules, to name only two. Taste, for instance, 
is becoming as important as packaging. A wide variety 
of new and imaginative flavor blends are used in the 
industry. It is not unusual now for antibiotics to have a 
delicious custard flavor, or for some other new product 
to have the pleasant taste of anise-pineapple. 

Although pharmaceutical manufacturers more and 
more are actually developing and manufacturing new 
therapeutic agents, they still have not departed from 
their original purpose of preparing medicine in ac- 
ceptable dosage form and making it available to all 
doctors. Finished products must measure up to high, 
established standards. 


File with FDA 


In the case of a new drug, the pharmaceutical com- 
pany’s work does not end with production. No person 
shall introduce into interstate commerce any new drug 
unless an application has been filed with the Federal 
Food and Drug Administration. This application is 
required by law to contain: 

1. Full reports of investigations showing whether or 
not such a drug is safe for use. 

2. A full list of the articles used as components of 
such drug. 

3. A full statement of the composition of such drug. 

4. A full description of the methods used in, and 
the facilities and controls for the manufacture, proc- 
essing and packing of such drugs. 








5. Such samples of such drug and of the articles use«: 
as components thereof as the sectetary may require. 

6. Specimens of the labeling proposed to be usec 
for such drug. 

Before 1938, a new drug could be distributed with- 
out making any presentation to the Food and Drug 
Administration. That is still true fora product which is 
not a new drug. 

Many borderline cases arise as to what constitutes a 
new drug, and in these instances, lack of recognition of 
safety is the criterion. FDA personnel have the re- 
sponsibility for determining whether, under the condi- 
tions of use, the drug has greater potentialities for 
good than for harm. 

FDA Commissioner Larrick has said that the phar- 
maceutical industry’s compliance with the new drug 
requirements of the law has on the whole been exem- 
plary. Most of the applications which have not become 
effective since 1938 have been incomplete, were with- 
drawn or were for products which were not legally new 
drugs under the statute. 

Development of the drug from the initial research to 
the time of marketing usually takes two or three years 
and perhaps five or eight years. If no adverse side 
effects appear and if marketing is successful, so ends 
the chain of faith which has brought a new drug to the 
doctor. As the American Pharmaceutical Association 
has so correctly pointed out, nothing of so great im- 
portance to human welfare is used more completely on 
faith than a new medicinal product. 





An Important Suggestion 


‘THE AVERAGE CITIZEN gave 30 cents to combat poliomyelitis 
last year, 15 cents to fight tuberculosis, 14 cents toward 
cancer eradication, 8 cents to the campaign against heart 
disease and 1% cents to combat multiple sclerosis. The 
voluntary public health agencies devoted to the combating 
of special diseases receive from the public at least $130 
million a year. Is it unreasonable to ask that consideration 
be given to assigning a portion of those sums to the basic 
support of the medical schools and like institutions that 
contribute so greatly in providing these agencies with their 
lifesaving ideas and with their professional personnel?— 
D. F. S., Eprroriat, The Journal of Medical Education, 30: 
412, 1955. 





Public Health 


SoMEWHERE the definition of public health has gone astray. 
No one has yet offered one which is entirely satisfactory. 
To those who would include such matters of personal 
health as heart disease and cancer, the words public health 
have become synonymous with health of the public. But the 
real definition must include something about one person 
harming another. The public, as represented by govern- 
mental organization, must provide officials who will protect 
the individual citizen from intentional or unintentional 
harm by his fellows. So it is with public health. It holds 
the power of the public. The proper definition must not 
omit the importance of that power—or its limitations. 
—EprroriaL, Northwest Med., 54: 1084, 1955. 
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Your Part in NURSE RECRUITMENT 


BY LOIS LAMME 


Wuen Houston’s 310-bed Anderson Hospital and 
Tumor Institute was opened in the spring of 1954, 
Time reported that many patients could not be admit- 
ted because the hospital needed twice as many nurses, 
“which even a Texas oilman’s millions could not 
remedy.”’ Most of Houston’s other hospitals had from 
a dozen to 100 beds lying empty for the same reason. 

Although the nursing supply in booming Houston 
was shorter than in most parts of the country, the mag- 
azine commented that the difference was only one of 
degree. “Houston is learning fast,” said Time, “what 
the rest of the United States has been slow to realize, 
that building more, bigger, and better hospitais is not 
the same thing as providing more and better nursing 
care ... nursing still takes nurses.” 

The nursing shortage, like death and taxes, always 
seems to be with us. The need continues to outweigh 
the number of nurses the profession can supply. 


Ideal Counselors 


General practitioners, who certainly appreciate the 
importance of good nursing care, are in a unique posi- 
tion to encourage young people to choose nursing as a 
career. Perhaps a few words from each family doctor to 
daughters and sons, mothers and fathers would do 
more than all the mass media combined to start young 
people on the important and rewarding career of nurs- 
ing. Today there are also several thousand young men 
who have joined the ranks of America’s professional 
registered nurses. Their services are in great demand. 
The Committee on Careers, National League for Nurs- 
ing, which conducts the national program to interest 
young people in entering nursing, hopes that men in 
increasing numbers will find their careers in nursing. 

Dr. Howard A. Rusk, chairman of the Health Re- 
sources Advisory Committee, Office of Defense Mobili- 
zation, recently said, “Efforts of the nursing profession 
to maintain the supply of professional workers and to 
improve their utilization have been outstanding.” At 
the same time, members of the profession emphasize 
that their efforts “must be backed up by a national 
backdrop of information designed to create favorable 
opinion about nursing as a career in the minds of 
America.” 

The Committee on Careers has recommended sev- 
eral ways in which general practitioners can help. This 
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Dedicated nurses like this young woman are indispensable to the 
nation’s health. Family doctors can make an important contribution 
toward maintaining an optimum number of competent nurses by 
pointing out the opportunities and satisfactions of the nursing 
profession. 


committee, sponsored by the National League for 
Nursing, the American Hospital Association, Amer- 
ican Medical Association and the American Nurses’ 
Association, explains that unfortunately many doctors 
who recognize nursing as a great and rewarding pro- 
fession have never been asked to help in recruiting 
nurses. 


Recruitment Suggestions 


Here are some ideas formulated by the committee 
for doctors to use in recruitment: 

1. Help other members of the profession recognize 
the nursing profession for what it is today: a dynamic 
field full of opportunities for the ambitious, offering 
both security and job satisfaction. 

2. Get the facts on modern nursing by having a 
well-qualified speaker discuss nursing and nursing 
education today at a medical society meeting. 

3. Counsel young patients and the sons and daugh- 
ters of patients wisely and knowledgeably about nurs- 
ing as a career and recommend it enthusiastically. 

Physicians should be prepared to give ready answers 
to questions about educational and health require- 
ments, age limits, cost of a nursing education to the 
student, the nursing curriculum and, of course, the 
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opportunities that the profession offers. A helpful bro- 
chure, ‘Careers in Nursing—Handbook for Counsel- 
ors,” may be obtained from the Committee on Careers, 
National League for Nursing, 2 Park Avenue, New 
York 16, New York, for 25 cents copy. 

It is well to remember that the national nurse re- 
cruitment program emphasizes careers in both prac- 
tical and professional nursing and gives information 
about all types of educational programs. Nurses with 
different preparation are needed today to provide the 
great variety of patient services required of our modern 
hospitals and health agencies. 

For a definite point of referral for information about 
nursing education and careers, write, or have interested 
persons write, to Nursing Careers in care of your local 
postmaster. A post-office box has been set up in each 
state so that inquiries may be answered in the shortest 
possible time. 

4. Offer to telephone the local recruitment commit- 
tee or a local school of nursing to make an appointment 
for an interested person; or refer him to the committee 
or school, jotting down the name and address on a pre- 
scription form for the prospective student to present. 

5. Keep folders and posters giving information 
about nursing education on display in the waiting 
room. A variety of booklets and display materials may 
be obtained from the Committee on Careers (address 
above). 

6. Read, and keep on hand, additional information 
about nursing, bulletins of local schools, and publica- 
tions of local, state or national careers committees. 

7. Help finance nursing scholarship and recruitment 
programs by encouraging contributions through med- 
ical societies and by giving as individuals. 

8. Publicize nurse recruitment facts and programs 
in medical journals. 

9. Know your local recruitment committee and offer 
assistance in planning activities, including speakers’ 
bureaus. The State Medical Society’s Ethics Committee 
will define the physicians’ code of ethics in relation to 
participation in recruitment activities. 


Need Means Opportunity 


Although the shortage of nurses may not seem so 
critical as it did a few years ago, the demand for nurses 
will become greater—not less. In talking to potential 
nurses, the doctor can point out that this need is read- 
ily translated into career opportunities for many thou- 
sands of qualified people. 

Nearly every year brings a new demand for the spe- 





cial skills of nurses. Professional nurses find wide- 
spread opportunity in hospital staff nursing with its 
specialties ; in public health, nursing education, indus- 
trial nursing, service with the armed forces and other 
branches of the government; in research, writing and 
other fields. 

According to the NLN Committee on Careers nearly 
2,500,000 people in this country, or one out of every 60 
Americans, use some kind of nursing service every day. 
Fifty thousand new nursing students are needed each 
year to help meet demands for nursing service. Anoth- 
er 20,000 practical nursing students are also needed. 

Today there are more nurses employed and more 
students enrolled in schools of professional and prac- 
tical nursing than ever before. Almost 400,000 regis- 
tered professional nurses are actively engaged in 
nursing. The number of professional nurses employed 
in hospitals and nursing schools rises about 4 per cent 
a year, and the number of employed practical nurses 
and auxiliary workers rises about 6 per cent. 


Reasons for Demand 


However, as the need for nursing care continues to 
expand, the demand for nurses continues to increase. 

As the Committee on Careers points out: 

> Our population has more than doubled since 
the turn of the century. 

> The birthrate is rising annually, with a compara- 
ble increase in the number of babies born in hospitals. 

> More people go to hospitals. 

> Health education programs, expending millions of 
dollars annually, are influencing people to seek med- 
ical care more readily. 

> New medical techniques and drugs have helped cut 
average patient stay in hospitals from 15.9 days in 1945 
to 7.9 days in 1953, thus increasing the number of 
patients and the frequency of the first few critical days 
when the most skilled nursing care is needed. 

> Extension of public health services, the further ex- 
pansion of hospital facilities, the requirements of mili- 
tary services and other government agencies, the 
shorter working hours for nurses—these all contribute 
to a need for nursing personnel which will not be met 
in the foreseeable future. 

As America grows more health conscious, recruit- 
ment of nurses becomes the business of more and more 
people who use the nursing service, whether directly 
or indirectly. General practitioners have the oppor- 
tunity to help provide better nursing for all who need 
it—where they need it, when they need it. 
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The Dynamic Equilibrium of Body Proteins. By George H. Whipple, 
M.D. Pp. 68. Price, $3.25. Charles C Thomas, Spring field, IIl., 
1955. 


THIS SMALL BOOK covers such matters as the “raiding” of 
body protein stores, the activity of the placenta in protein 
metabolism, the effect of inflammation on the production of 
hemoglobin, reaction of various protein moieties to infec- 
tion, and plasma protein synthesis in the liver. 

Clear presentation, large, easy-to-read type, clear and 
uncluttered illustration mark the well-known Thomas 
finesse in producing a physically attractive book. 

While it will undoubtedly be of interest to the more 
academically minded general physician, the book’s appeal 
to the physician who must limit his reading to immediately 
applicable information is narrow. 

This monograph would appear to be of greatest im- 
portance to investigators in the nutritional field, as well as 
to internists and surgeons whose area of particular interest 
is the field of nutrition, especially protein nutrition. The 
book should also be of almost universal interest to medical 
students. 

—W. D. Snivety JR., M.D. 


Modern Nutrition in Health and Disease. Edited by Michael G. Wohl, 
M.D. and Robert S. Goodhart, M.D. Pp. 1062. Price, $18.50. 
Lea & Febiger, Philadelphia, 1955. 

Modern Nutrition in Health and Disease is not for rec- 
ommended reading—it is the type of book one would 
want to keep on a reference shelf. Many little ideas on diet 
acquired from a variety of unremembered sources would 
take a terrific shelling from a close perusal of its contents, 
.€., “Since clinical signs of calcium deficiency are practical- 
ly nonexistent in the United States insofar as is known, in 
spite of large variations in calcium intake, we may express 
some doubt that calcium deficiency is either as prevalent 
as many have stated or as pressing a nutritional problem 
in the world as has been assumed.” 

The subject matter herein contained is most complete in 
detail and organization. About 50 authorities compile the 
known facts on all the various aspects of nutrition. If one 
is struck with the lack of continuity and integration result- 
ing from such a wide array under discussion, one is equally 
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Practitioner's Bookshelf 


impressed by the completeness with which most of the 
subjects are treated. 

There is a full and modern version of the disposition of 
carbohydrates, fats and proteins in mammal physiology as 
well as a discussion of the vitamins and trace elements. 
Again in the various pathologic conditions the role of diet 
is fully discussed—the rationale of the low sodium diet in 
cardiovascular diseases, management of nutritional anemias, 
new ideas on dietary equivalents in diabetes, place of vita- 
mins in clinical and sub clinical states and many equally 
important subjects are fully covered. An exception to this 
laudable quality of completeness is the omission of any 
discussion of the merits of low fat or low cholesterol diet 
in the prevention as well as treatment of atheromatosis. 

Inclusion of tables giving contents of various foods is 
enough to merit this volume a place on the reference 
shelves of any busy practitioner. 

—W. W. SackeTT, JR., M.D. 


Cardiovascular Surgery Edited by Conrad R. Lam, M.D. Pp. 543. 
Price, $12.75. W. B. Saunders Co., Philadelphia, 1955. 


Heke Is A report of an international symposium on car- 
diovascular surgery which took place at the Henry Ford 
Hospital in March, 1955. Participating in the papers were 
60 of the most outstanding cardiac and vascular surgeons 
in the world. The papers were concerned with cardiac 
physiology, diagnostic procedures and treatment, but in- 
cluded operative techniques as well, to a lesser degree. 
Free discussion among the participants greatly enriches 
the book. Problems were discussed freely from all points 
of view with the result that answers were obtained as com- 
pletely as possible at this stage of cardiovascular research 
and practice. 

The subject material is divided according to discussion 
periods. These include sections on diagnostic techniques, 
pulmonic stenosis, adjustments between systemic and pul- 
monary circulation, evaluation of transposition operations, 
mitral stenosis and insufficiency, aortic stenosis and in- 
sufficiency, septal defects, cardiac arrest, hypothermia, 
aneurysms and occlusive diseases of the aorta. Papers are 
illustrated fully by drawings, x-rays, photographs and 
graphs. 
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Multiple Compressed Tablets of ‘Co-DELTRA’ 
and ‘Co-HyDeELTra’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
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within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
components. 
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30 tablets. 
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The symposium is of principal interest to physiologists, 
cardiologists and cardiovascular surgeons. The wealth of 
information contained in it, however, makes it a valuable 
reference volume for any medical or surgical practitioner. 

—Wiuam S. McCung, m.D. 


Problems in Amoebiasis. By Charles William Rees, Ph.D. Pp. 119. 
Price, $4.75. Charles C Thomas, Springfield, Ill., 1955. 


THE pocror sees here a well-written volume which suc- 
cessfully evaluates the problems encountered by research 
workers, laboratory technicians and clinicians in the 
diagnosis and management of amebiasis. It is well printed, 
easily read, and has a generous number of illustrations and 
photographs. 

Difficulties encountered in finding E. histolytica in stool 
specimens is reemphasized and the proper evaluation of its 
significance when found is thoroughly discussed. A classi- 
cal detailed description of E. histolytica, E. coli, Endolimax 
nana and Iodameba Butschelii is given. The problem of 
mistaking unripe cysts of E. coli for cysts of E. histolytica 
is well brought out. 

The author emphasizes these facts: 1. Numerous fresh 
stools must be examined before the diagnosis of amebiasis 
is excluded. 2. If the clinician strongly suspects the diag- 
nosis, at least five purged stools over a period of 12 to 14 
days must be examined. 3. Special fixatives must be used 
if stools cannot be examined in the fresh state. 4. E. his- 
tolytica may live a commensal life in the human. 5. In 
many cases of amebiasis, no known regimen of treatment 
may be effective. 6. Recent demonstration of pathogenicity 
of ameba in rats, rabbits and “germ-free” guinea pigs opens 
a wide field for the experimental trial of numerous agents 
as amebacides. 

There is a very technical discussion of methods of stain- 
ing as well as cultural methods employed in the identifica- 
tion of E. histolytica. The use of antibiotics to eliminate or 
lessen the growth of bacteria has been of great aid in pre- 
paring cultures of ameba for identification and study. The 
complement fixation test is mentioned, but it is the opinion 
of the author that this test is limited in the diagnosis and 
follow-up of extraintestinal amebiasis only. 

The last chapter of this book is written by Dr. Clarence 
A. Imboden, chief of Medicine at the United States Public 
Health Service Hospital in Carville, La. In this chapter 
there is a classical account of the etiology, pathology, diag- 
nosis, clinical management and specific therapy of ame- 
biasis. Actually, this is the most practical and valuable 
portion of the book so far as the clinician is concerned. 
The first six chapters are apparently written for research 
workers and as reference for laboratory technicians. In the 
final chapter, the writer favors the broad-spectrum anti- 
biotics over the older amebacidal agents such as Carbarsone 
and the iodohydroxy-quinolines. Oxytetracycline is most 
highly recommended for intestinal lesions, but not for 
hepatic amebiasis. This opinion is somewhat at variance 
with the statement in chapter 6 that “Remarkable effects 
on the symptomatology of amebiasis have been produced 
by certain antibiotics, but their effects are probably at- 
tributable to action against bacteria and follow-up treat- 
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ment with amebacidal drugs is usually necessary.” Chloro- 
quine is favored over emetine because it is much less toxic 
and just as effective. 

Although the book covers the problems of amebiasis, it 
cannot be regarded as of great value to the general prac- 
titioner. All the material presented on the clinical aspects 
of amebiasis is universally known to clinicians, and the 
technical laboratory aspects of the amebiasis problem are 
not of practical value to the generalist. This is a good book 
to have in the hospital library or in the hands of tech- 
nicians. —Norman F. Coutrer, M.D. 


Glaucoma. Edited by Sir Stewart Duke-Elder Pp. 350. Price, $7.50. 
Charles C Thomas, Springfield, Ill., 1955. 


Tuis 1s a record of the proceedings of a symposium 
on glaucoma. It contains papers and discussions by 20 
world famous clinicians and scientists who met in Septem- 
ber, 1954. The various papers and discussions as presented 
by these participants show their intense interest and 
thought on this subject, and should, in turn, be a great 
stimulus to ophthalmology and to the individual ophthal- 
mologist in his study and care of the unfortunate patient 
suffering from glaucoma. 

The general practitioner especially interested in glau- 
coma will find this book a good source of information; but 
I do not feel that it necessarily fits into the library of the 
average busy general man. 

—Morais B. Simpson, M.D. 


The Clinical Care of the Diabetic. By James J. Short, M.D. Pp. 84. 
Price, $3.95. The San Lucas Press, Los Angeles, 1955. 


Unpoustepty the author derived pleasure from writing 
this book, but the average clinician will find little profit in 
reading it. This reviewer does not recommend its inclusion 
in the general physician’s library. 

—J. R. Fow er, M.p. 


Also Received 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit review of all books received 
from publishers. 


Clinical Analgetics. By E. G. Gross, M.D. and M. J. Schiffrin, 
Ph.D. Pp. 101. Price, $3.00. Charles C Thomas, Spring field. 
Til., 1955. 


Functional Otology. By Morris F. Heller, M.D. with Bernard M. 
Anderman and Ellis E. Singer. Pp. 225. Price, $5.50. Springer 
Publishing Co., New York, 1955. 


Preventive Medicine in World War Il. Vol. 3. Personal Health 
Measures and Immunization. Edited by Colonel John Boyd 
Coates, Jr. Pp. 394. Office of the Surgeon General, Department 
of the Army, Washington, D.C., 1955. 


Thallium Poisoning. By J. J. G. Prick, M.D., W. G. Sillevis Smitt 


M.D. and L. Muller, M.D. Pp. 155. Price, $3.95. Elsevier 
Press, Houston, Texas, 1955, 
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By reducing surface tension | Colace| softens stools 











Co.ace, a surface active agent, in- 
4 : Cc) —_ cS Ee creases the wetting efficiency of water 
in the colon. By this physical action, 
without adding bulk, *Conace (a) 
allows fecal material to retain enough 
water to produce soft, formed stools, 
and (b) permits water to penetrate 


QQ cS Ce and soften hard, dry feces.* 


The action of Cotace takes place 
gently and gradually. Stools can us- 
ually be passed normally and without 
difficulty one to three days after oral 
administration is begun. No toxicity 


CColace or undesired side-effects have been 
reported in prolonged clinical use.! 

normalizes fecal mass 

for easy passage 


keeps stoois normally soft 
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softens stools already hard 





Indications: All medical, surgical, ob- 
stetric, pediatric and geriatric patients 
who will benefit from soft stools. 


Usual dosage: Adults and older chil- 
dren: 1 Cotace Capsule 1 or 2 times 


daily. Children 3 to 6 years: 1 cc. 
Coxace Liquid 1 to 3 times daily. 


Infants and children under 3 years: 


DIOCTYL SODIUM SULFOSUCCINATE, MEAD ¥% to 1 ec. Corace Liquid 2 times 
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non -laxative stool soften er necessary. Give Co.ace Liquid in 4% 
...dadoes not add bulk water glass of milk or fruit juice. 


Co.ace Capsules, 50 mg., bottles of 
30. Coxace Liquid (1% Solution) 
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(1) Wilson, J. L., and Dickinson, D. G.: 
J. A. M. A. 158: 261, 1955. 
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News 


AAGP Congress of Delegates Sticks to Present Education Standards 


Emergency Action on HR 7225, Election 
Of Officers, Hospital Policy, Key Topics 


Tue Acapemy’s Congress of Delegates tread cau- 
tiously, maintaining status quo, on hospital and educa- 
tion measures during its March 17-19 sessions in 
Washington, D. C., but passed an emergency reso- 
lution regarding HR 7225 and moved ahead on other 
projects, such as insurance, to write its Eighth Annual 
Assembly into the books. 

Besides acting on 21 resolutions and three amend- 
ments, the Congress received the reports of officers 
and adopted without important revisions the annual 
reports of 17 standing commissions and committees. 

The most heated issue during the three-day session 
was the recommendation by the Commission on Edu- 
cation, in a supplementary report, to abolish the two 
classifications of postgraduate study. Instead, the 
report recommended that the 150 hours required by 
the By-Laws be met by attendance at postgraduate 
courses, scientific programs and medical meetings 
approved by the commission. The sharpest conflict 
was over whether this would raise or lower standards. 
All delegates were in agreement that standards should 
not be lowered, and that if any change were to be 
made, they should be raised. 

After long hours of debate before the Reference 
Committee on Education, the Congress rejected the 
proposal by referring it to the Commission on Edu- 
cation for further study with instructions that the 
present standards and definitions of postgraduate 
study be left unchanged until the next meeting of the 
Congress. 

The end result is that Category I and II standards 
still hold and that the definition which became effective 
last October is the one to be used (see Figure 1, p. 169). 
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However, the Congress did adopt the revision that 
“scheduled teaching of medical students through a 
medical school be given a Category I value for each 
hour of actual teaching.” 

The Congress also voted to continue to use the 
certification of the registration card as proof of eligi- 
bility for Category I study credit. 


Emergency Resolution on HR 7225 


On the more dramatic side, with the special an- 
nouncement that HR 7225 was to be sent to the floor 
of the U.S. Congress shortly after Easter, the delegates 
in their final working session adopted an emergency 
resolution calling for opposition to compulsory cash 
disability benefits and urging Congress to give careful 
consideration to all medical and social aspects of 
proposed health and welfare legislation. 

Every member was urged to contact his congressmen 
personally or by letter while in Washington, and again 
from his home. Many delegates did make a trip to 
Capitol Hill to pay personal calls on their congress- 
men. Copies of the resolution were mailed to every 
member of the Congress of Delegates. 

Another key move was the endorsement of a pro- 
posal of a third group insurance plan for Academy 
members to be known as “Practice Overhead Insur- 
ance.” This new plan would cover reimbursement of 
all costs ordinarily associated with office overhead, so 
that a physician could keep his office in operation 
despite some temporary disability. 

The Academy also endorsed a statement of policy, 
to be known as the Code of Practice, which is designed 
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Visitors’ Galleries— The number who filled the visitors’ galleries each dav was indicati: 
of the interest maintained throughout the legislative sessions. 


“Gentleman Jim"— The amiable speaker of 
the Congress of Delegates, Dr. James D. 
Murphy of Ft. Worth, presided over the 
congress in a manner worthy of a Texan. 





Delegates’ Register—Before delegates from each of Another View—The opening session found many in the gallery closels 
the state chapters could be seated, their credentials following the proceedings. 
had to be certified by the Credentials Committee. 


Delegates Entertain Wives—This year delegates were invited to bring their spouses to their reception and dinner. Shown above at the speaker’s 
table are President J. S$. DeTar (left to right) and Mrs. DeTar, immediate Past President John Fowler and Mrs. Fowler, Retiring Vice Speaker 
Dary! P. Harvey who was master of ceremonies and Mrs. Harvey, Speaker James D. Murphy and Mrs. Murphy, President-elect Malcom Phelps 
and Mrs. Phelps and Executive Secretary Mac F. Cahal. 
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to establish an equitable and mutually beneficial rela- 
tionship between all units of the Academy and com- 
mercial organizations interested in the betterment of 
general practice. 


Long Hospital Sessions 


The longest reference committee sessions centered 
on hospitals, where tempers sometimes flared and 
many grievances were brought to light. Some physi- 
cians from Illinois, led by Dr. George S. Schwerin of 
Chicago, objected to the presence of lay hospital repre- 
sentatives on the Joint Commission on Accreditation 
of Hospitals, and was vehement against requiring staff 
members to agree to financial audits as a means of 
eliminating fee-splitting. 

Dr. Kenneth Babcock, director of the Joint Com- 
mission, who was present throughout the hearings, 
rose repeatedly to answer questions and straighten 
out misunderstandings of JCAH’s standards and 
policies. His performance drew the thanks of the 
reference committee chairman, Dr. Carleton R. Smith 
of Peoria, Ill., and later, from the Congress of Dele- 
gates. 

The summation of the parley when it reached the 
floor of congress was the general belief that more 
aggressive action against restriction of hospital privi- 
leges for general practitioners was, at this time, unnec- 
essary in light of the AMA’s action in Boston. 

There was reaffirmation of Academy belief that the 
AMA should be the sole agency accrediting medical 
practice in hospitals. The delegates rejected reso- 
lutions introduced by the California and _ Illinois 
chapters requesting Academy representation on the 
Joint Commission. 

Further transactions involving hospitals found the 
Congress also: 

Adopting an amended resolution recommending 
that the committee in the hospital staff organization 
responsible for the teaching program for interns and 
general practice residents be designated as the “Intern- 
ship and General Practice Residency Committee.” 

Adopting an amended resolution requesting that 
the JCAH consider withdrawal of its present require- 
ment of signing a pledge on the division of fees as a 
requirement for accreditation because such a require- 
ment has in certain hospitals resulted in an audit of 
account books of individual hospital staff members. 
It was further recommended that upon compliance by 
the JCAH, all reference to such requirement would be 
removed from the Commission on Hospitals’ Manual 
on General Practice Departments in Hospitals and 
Suggested By-Laws for Medical Staffs. 

Adopting an amended resolution reaffirming belief 
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American Academy of General Practice (9:9:5) 


Commission on Education 
DEFINITION OF ACCEPTABLE PosTGRADUATE Srupy 
Revised September, 1955 


All courses in all categories must be of high educational, ethical and medical 


standards. 


Catecory I 


(a) Any postgraduate course given by an accredited medical school or recognized 
pestgraduate medical school. 

(b) Any course sponsored* by the AAGP or by any of its constituent state or ter- 
ritorial chapters or by a medical school administrator, approved in advance by 
the regional advisor of the Commission on Education, and processed and dis- 
seminated by the AAGP or its constituent state or territorial chapter 


(c) The Annual Scientific Assembly of the AAGP. 


(d) The Annual Scientific Assembly of each state chapter providing it be approved 
in advance by the regional advisor of the Commission on Education. 

(e) The publication of a scientific paper by a member in a state or national 
medical journal, or the presentation of any original scientific paper to a medical 
audience at the county level or above, or the preparation and presentation of a 
scientific exhibit at a medical meeting at the state level or above shall receive ten 
hours credit. 

*Definition of Sponsorship: Sponsorship by the American Academy of General 
Practice or any of its constituent state or territorial chapters shall be defined as 
taking an ACTIVE part and having an AAGP member on the program committee 
of the course being offered. This committee member must be one who is on the 
AAGP national, regional, territorial, state, or local chapter program committee 
or education committee. It must include active participation in and planning of 
the course offered. AAGP sponsorship is not to be confused with mere endorsement 
or approval of the quality of the course being given. 

Excess hours accrued under Category I may be applied to Category II. 

No course shall be approved under Category I unless its administrator shall 
furnish to the American Academy of General Practice certification of each member’s 
attendance at the course on a form provided by the American Academy of General 
Practice. 


Carscory II 
(a) The scientific meetings of the AMA. 
(b) Local and state medical society scientific meetings. 
(c) Hospital staff scientific conferences and clinical pathologic conferences. 
(d) Postgraduate seminars and assemblies not otherwise covered in Category I. 
The requirement for continued membership in the American Academy of General 


Practice is 150 hours of credit each three years. of which not less than fifty hours 
shall be under Category I. 





Figure 1. 


that the AMA should be the sole agency accrediting 
medical practice in hospitals and requesting that this 
resolution be forwarded to the AMA committee recent- 
ly appointed to study activities of the JCAH. 
Adopting an amended resolution requesting that 
the following recommendations be forwarded to the 
AMA committee studying the JCAH for their con- 
sideration in defining duties of JCAH: That authority 
be limited to setting standards of performance as 
they relate to records, tissue removed, mortality and 
morbidity rates, staff meetings, attendance records, 
etc., and that methods for investigating and reporting 
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Hospital Workshop— The audience listened intently to some views on 
hospital relationships. 


Education Workshop—Members of the Commission on Educa- 
tion answered questions concerning education during the State 
Officers’ Conference. 


Reference Committee on Reports of Officers and Com- 
mittees— The legal phase. 


Reference Committee on Education—Some controversy on 
standards. 








Reference Commitiee on Hospitals—Took nearly 11 hours to cover the hospital situation. 
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on unethical practice in hospitals be improved to make 
possible immediate action to correct unethical practice 
when noted. 

The Congress likewise approved a resolution en- 
dorsing sponsorship of hospital preceptorship training 
programs for members of hospital staffs to provide 
continuing education and training for the general 
practitioner and thereby enabling him to advance in 
hospital practice. 


Propose Voluntary Old Age Program 


A voluntary old-age insurance program received 
support through an adopted resolution calling for the 
Academy to direct its insurance committee to explore 
with private insurance carriers the possibility of group 
retirement annuity insurance—to start at the earliest 
possible time. 

Congress also approved a resolution asking that 
basic indemnity for service in insurance contracts 
be applied to the physician in charge, with all other 
indemnities classified as surgical or medical con- 
sultants’ fee, and recommending that individual mem- 
bers of the Academy encourage formation of average 
fee schedules in their local areas. 

Other adopted resolutions reaffirmed disapproval to 
corporate practice of medicine by hospitals or other- 
wise, endorsed and recommended freedom of choice of 
physician in caring for industrial injuries. 


Chapters to Retain Former Titles 


In response to an Illinois-introduced resolution, 
its amended version was adopted which designates the 
official name for state chapters as being “Academy of 
General Practice” preceded with the name of the in- 
dividual state, and requests that some means other 
than change of name be devised to indicate that they 
are chartered by the AAGP. 

Among special guests visiting the Congress of 
Delegates were General Melvin J. Maas, chairman of 
the President’s Committee on Employment of the 
Physically Handicapped, and Dr. Brian Morey, a 
member of the Australian College of General Practice. 


New Officers Elected 


Before its final working session closed, election of 
officers provided a highlight with several of the new 
officials receiving a unanimous vote. The new presi- 
dent-elect, Dr. Malcom E. Phelps, El Reno, Okla., 
named for the post by the Nominating Committee, re- 
ceived a unanimous vote, with no ballot being taken. 
Seconding speeches in Dr. Phelps’ behalf were given 
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by Dr. M. B. Glismann of Oklahoma and Dr. Ira 
Hancock of Virginia. 

The post of vice president went to Dr. William 
M. Sproul, Des Moines, Ia., a nominee from the floor. 
He was opposed by Dr. Carleton Smith, named by the 
committee. The vote was 52 to 43 in Dr. Sproul’s favor. 

This was followed by the election of three new 
board members to succeed retiring directors—Dr. 
Cyrus W. Anderson, Dr. E. I. Baumgartner and Dr. 
William Sproul. 

Dr. John G. Walsh, Sacramento, Calif., nominated 
by the committee for the vacancy left by Dr. Anderson, 
received a unanimous vote. 

To succeed Dr. Baumgartner, the committee named 
Dr. Floyd C. Bratt, Rochester, N. Y., who was opposed 
by Dr. M. C. Wiginton, Hammond, La., a nominee from 
the floor. The vote gave Dr. Bratt, 59, Dr. Wiginton, 
36. Dr. Carleton Smith, Peoria, Ill., was nominated 
but withdrew because of geographic location. 

To fill the third vacancy, left by Dr. Sproul, Dr. 
Carleton Smith was again nominated from the floor 
and was elected on the second ballot. Dr. Clyde W. 
Miller, Wichita, Kan., had been nominated by the com- 
mittee, but drew opposition from both Dr. Smith and 
Dr. Mary Elizabeth Johnston, Tazewell, Va. The first 
ballot read: Dr. Miller, 29; Dr. Johnston, 31 and 
Dr. Smith, 33. The second ballot was in Dr. Smith’s 
favor, 48 to 47. 

Dr. James D. Murphy was re-elected speaker of 
the Congress of Delegates by acclamation, but not 
before numerous seconding speeches had been made 
and he was given a rousing standing vote. 

Four delegates were nominated from the floor for 
the post of vice speaker of the Congress. Joining the 
candidates’ list were incumbent, Dr. Daryl P. Harvey, 
Glasgow, Ky.; Dr. Earl C. Van Horn, Cincinnati, 
Ohio; Dr. Walter W. Sackett, Jr., Miami, Fla. and 
Dr. Horace W. Eshbach, Drexel Hill, Pa. 

The first ballot showed that Dr. Eshbach had won 
with a count of 32—the other votes were Dr. Harvey, 
22; Dr. Sackett, 22 and Dr. Van Horn, 19. No further 
vote was needed since the By-Laws provide that for 
election of vice speaker “the nominee receiving the 
highest number of votes is elected.” 

In conclusion to its working sessions, the annual 
Delegates’ Reception and Dinner was held on Tuesday 
evening at the Statler. Wives of the delegates were 
guests of honor and Vice Speaker Daryl Harvey 
served as master of ceremonies. 

The entire Assembly had tremendous drawing pow- 
er in the nation’s capital, recording 7,128 total regis- 
tration. This number included 3,506 physicians; 
2,396 ladies and guests; 1,082 technical exhibitors 
and 144 non-M.D. scientific exhibitors. 


171 








Lowell T. Coggeshall, M.D. HEW’s Special Assistant 
for Health and Medical Affairs welcomed family 
doctors to Washington. 


a “ 


Special President’s Reception tidbits. 








Welcome, ladies! School was never like this, 
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Nixon’s Surprise Visit 


The surprise visit of Vice President Richard M. 
Nixon brought an overflow attendance into the Ar- 
mory. Enthusiastic physicians heard Mr. Nixon relay 
President Eisenhower’s message: “Give them my 
regards, Dick. They’re the backbone of the medical 
profession.” 

The Vice President said he thinks this country 
has the finest medical care system in the world, and 
he feels the Administration only seeks to help improve 
the present system. He added that health insurance 
should be available to everyone who wants it but 
that no one should be compelled to carry insurance 
that he doesn’t want or need. 

General comment from the nation’s doctors was that 
this scientific program, so ably projected by Dr. E. I. 
Baumgartner and his Committee on Scientific Assem- 
bly, was without peer. 

The annual State Officers’ Conference which cen- 
tered this year on panel workshops drew not only 
chapter officers but a large number of individual mem- 
bers. Dr. Donald Kast, Des Moines, was chairman 
and Dr. Harry Marchmont-Robinson, Chicago, served 
as conference secretary. 

Four of the five panels were composed of the 
commissions on education, hospitals, legislation and 
public policy, and membership and credentials. Each 
of the respective commission chairmen—Drs. D. 
Wilson McKinlay, Charles C. Cooper, Cyrus W. 
Anderson and William D. Sproul—headed his own 
workshop. The fifth panel was on Chapter Publica- 


tions which was presided over by Dr. William Lot- 


terhos, Jackson, Miss., vice chairman of GP’s Publi- 
cation Committee. 

One of the key interests of the evening was the 
presentation of membership awards by Dr. Sproul to 
the three chapters who had the best membership 
records in 1955. First place honors went to Texas, 
followed by West Virginia and California. 

Special events were well attended, too. More than 
800 ladies filled the Mayflower Ballroom for the annual 
luncheon-fashion show. The same afternoon, more 
than 250 children were on an Assembly “‘first’’—the 
special Children’s Tour. The doctors’ “special” came 
on Thursday—closing day—when 400 physicians took 
advantage of the tour to the National Institutes of 


Health. 


New Board Meets 


Preparatory to a new year of Academy business, 
the new Board of Directors had its opening session 
that Thursday afternoon. Dr. Fount Richardson, 
Fayetteville, Ark., was elected chairman of the Board, 
succeeding Dr. Phelps, and Dr. Charles E. Martin, St. 
Louis, Mo., was elected treasurer, succeeding Dr. 
U. R. Bryner, Salt Lake City, Utah. 

The new Executive Committee is composed of Dr. 
Richardson, as chairman, Dr. Martin, Dr. Phelps and 
Dr. Fred Simonton, Chickamauga, Ga. Dr. Martin as 
treasurer is chairman of the Finance Committee. 

New Vice President Sproul was re-appointed chair- 
man of the Commission on Membership and Creden- 
tials, and Dr. Bratt was elected chairman of the Com- 
mission on Legislation and Public Policy. 





Trends and Events in the Nation’s Capital 


Focus on Health Legislation 


Nationat health legislation already has rung up an im- 
posing record, with the 1956 session of Congress only 
a little past the halfway mark. Unquestionably it will 
gain further ground if the racial segregation issue can 
be solved, or at least by-passed, so as to remove the 
roadblock now impeding consideration of bills sub- 
sidizing medical school construction and extending the 
life of the Hill-Burton hospital assistance law. 

To date the House has passed, and sent to the Sen- 
ate, bills establishing medical care insurance for serv- 
icemen’s dependents and making the military medical 
corps more attractive financially. A Senate-passed bill 
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authorizes federal grants to hospitals, clinics and med- 
ical schools for expansion and improvement of their 
research facilities, with House approval indicated. 

Bearing indorsement of the White House, a bill 
instituting major medical expense insurance for five 
million federal employes and their dependents stands 
a good chance of passage. Democrats and Republicans 
on Capitol Hill are vying for the privilege of appropri- 
ating higher and still higher funds to be distributed 
nationwide in research grants and for maternal and 
child health programs. 

Prospects are good for Congressional establishment 
of a National Library of Medicine in a new home of its 
own costing upward of $5,000,000. An Administration 
plan for a continuing national survey of disease inci- 
dence has strong support and may be enacted. 
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This extraordinary attention to national health meas- 
ures is due in part, of course, to President Eisenhow- 
er’s heart attack in 1955. Perhaps an even more potent 
factor is the mounting importance of health legislation 
as a political issue—particularly in an election year. 


Dingell Dangles Vote Bait 
Representative John D. Dingell (Democrat) of Mich- 


igan, whose late father was the most vocal supporter of 
compulsory health insurance in Congress, has indi- 
cated that he will make the same fight if he is re-elected 
to his House seat next fall. 

Recently Representative Dingell introduced a bill 
authorizing free hospitalization, at federal expense, for 
persons over 65 who are receiving social security bene- 
fits. Together with Senator James Murray (Democrat) 
of Montana, the late Representative Dingell was an 
advocate of government-paid hospital care for the aged. 
In introducing the bill, his son explained that the time 
is ripe for this innovation, in view of increased empha- 
sis nationally on geriatrics and general welfare of the 
aging population. 

“When the time comes to push for national health 
insurance, and that time will come, I will sponsor it,” 
he promised. 


Find Abuses in Veterans’ Health Care 


The General Accounting Office, which audits all 
federal expenditures, has completed a special investi- 
gation that uncovered many abuses of veterans’ medi- 
cal care and hospitalization. Publication of its report 
was scheduled in April. 

Prior to the report’s issuance, it has been learned 
that GAO investigators found evidence of widespread 
falsification of official forms which are executed by 


veterans applying for nonservice-connected hospital- 
ization. First, the investigators examined income data 
contained in some 25,000 10-P-10 forms involving 51 
Veterans Administration hospitals. Then, as a check 
on their accuracy, the applications of 1,100 other pro- 
spective patients were subjected to intensive investiga- 
tion. The actual findings, as to income and net worth 
of applicants for medical and hospital care of nonserv- 
ice-connected disabilities, proved to be at wide variance 
with information supplied on the 10-P-10 forms. 

The forthcoming report also takes up the matter of 
overcharges made by private physicians and dentists 
for outpatient services rendered to veterans in the 
**home town care” program. Over a two-year period, 
hundreds of cases were produced in which practition- 
ers were compelled to make rebates to the government 
for services that were not performed, although billing 
was made. 

In the great majority of these cases, dentists were 
involved, rather than physicians. 


Schedule Antibiotics Symposium 


The 1956 edition of the best and most complete an- 
nual appraisal of antibiotics has been scheduled for 
October 17-19 in Washington. It will be the Fourth 
Annual Symposium on Antibiotics, co-sponsored by 
Food and Drug Administration and the journals, Anti- 
biotics and Chemotherapy and Antibiotic Medicine and 
Clinical Chemotherapy. 

September 17 is the deadline for submission of man- 
uscripts intended for presentation at the symposium. 
They should be sent to Dr. Henry Welch, Director of 
Antibiotics Division, Food and Drug Administration, 
Department of Health, Education and Welfare, Wash- 
ington 25, D.C.—From GP’s Special Washington Cor- 
respondent. 





Program Announced for AMA’s General Practice Section 


Tue Section on General Practice of the American 
Medical Association will hold its meeting June 11-15 
in Chicago during the AMA’s annual meeting. Dr. 
E. I. Baumgartner of Oakland, Md., an immediate past 
member of the AAGP Board of Directors and secre- 
tary of this general practice section, has submitted the 
program, which will be held on Tuesday, Wednesday 
and Friday of that week. 

Other section officers, all Academy members, are 
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Dr. I. Phillips Frohman, Washington, D. C., its chair- 
man; Dr. George L. Thorpe, Wichita, Kan., vice chair- 
man; Dr. Lester D. Bibler, Indianapolis, Ind., dele- 
gate and Dr. Charles E. McArthur, Olympia, Wash., 
representative to scientific exhibit. The executive com- 
mittee is comprised of Dr. Frederic S. Ewens, Manhat- 
tan Beach, Calif.; Dr. Lowry H. McDaniel, Tyronza, 
Ark.; and Drs. Frohman, Baumgartner and Bibler. 
The program as scheduled: 
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Tuesday—June 12—9:00 a.m. 


Business MEETING: 

Report of Delegate 

Introduction of Resolutions 

CHAIRMAN’s Appress—“The Role of the General 
Physician in the Atomic Age,” Dr. I. Phillips Froh- 
man, Washington, D. C. 

PANEL CONFERENCE AND SyMPosiUM on “Endocrine 
Problems as Encountered in General Practice.”’ Mod- 
erator: Dr. Henry H. Turner, Oklahoma City, Okla. 
Partiwipants: Dr. Willard M. Allen, St. Louis, Mo.; 
Dr. Robert B. Greenblatt, Augusta, Ga.; Dr. Hans 
Lisser, San Francisco, Calif.; Dr. E. Perry McCullagh, 
Cleveland, Ohio; Dr. Rulon W. Rawson, New York, 
N. Y.; Dr. E. C. Reifenstein, Jr., New York, N. Y. 


Wednesday— June 13—9:00 a.m. 


ELECTION OF OFFICERS 

Lecture: ‘‘Medical Evaluation of the Beck Operation 
for Coronary Artery Disease,” Drs. Bernard L. Brof- 
man and Mortimer L. Siegel, Cleveland, Ohio. 

Lecture: ““The Diagnosis and Treatment of Vesicu- 
lar Eruptions of the Hands,” Dr. Sture A. M. Johnson, 
Madison, Wisconsin. 

Lecture: “Pre- and Postoperative Care,” Dr. Philip 
Thorek, Chicago, Ill. 

Lecture: “Early Diagnosis of Carcinoma of the Stom- 
ach,” Dr. Hu C. Myers, Philippi, W. Va. 

LecrurE: “Miltown in Rheumatic Diseases,” Dr. 
Richard T. Smith, Philadelphia, Pa. 

Lecture: “Physical Medical Aspect of Parkinson’s 
Disease,” Dr. Donald J. Erickson, Rochester, Minn. 

Lecture: ‘Placebo Response of Patients with Rheu- 
matoid Arthritis,” Dr. Eugene F. Traut, Oak Park, Ill. 


Friday—June 15—9:00 a.m. 


Jomusr MeETING witH SECTION ON DISEASES OF THE 
CHEST 
GENERAL PROBLEMS 
Introduction—Dr. Ancel Keys, Minneapolis, Minn. 
Appress: ‘The Public Burden and Responsibility,” 
Dr. Herman Hilleboe, Albany, N. Y. 
Discussion 
Appress: ‘Nature versus Nurture—Lessons from 
South Africa,” Dr. B. Bronte Stewart, Cape Town, 
South Africa 
Discussion 
Appress: “Prospects for Prevention,” Dr. Paul 
Dudley White, Boston, Mass. 


General Discussion 
Recess 


PROBLEMS IN PRACTICE 

Paper: “Immediate Problems of the Internist,” Dr. 
Robert L. Parker, Rochester, Minn. 

Paper: “Long-Range Problems of the Internist,” 
Dr. J. Murray Steele, New York, N. Y. 

PaneL on Anticoagulants, Dr. Robert L. Parker 
(Moderator), Rochester, Minn. 

**Early Use of Anticoagulants,” Dr. Irving S. Wright, 
New York, N.Y. 

“Later Use of Anticoagulants,” Dr. M. Suzman, 
Johannesburg, South Africa. 

“Limited Use of Anticoagulants,” Dr. Henry Rus- 
sek, New York, N. Y. 

PaneL Discussion 

“Drugs Other Than Anticoagulants,” Dr. Charles 
F. Wilkinson, Jr., New York, N. Y. 

Questions and Answers: Drs. Parker, Russek, Steele, 
Suzman, Wilkinson, White. 





Fowler to Address President’s Committee 
On Employment of Physically Handicapped 


Tue Presipent’s CoMMITTEE on Employment of the 
Physically Handicapped has invited Dr. John R. Fow- 
ler, immediate past president of the Academy, to 
address its annual meeting May 17-18 in Washington, 
-. G 

The invitation stressed that Dr. Fowler, in present- 
ing the general practitioner’s point of view on the sub- 
ject, would lay an ideal groundwork for discussions 
that should provoke constructive thinking and action 
in overcoming existing obstacles confronting the phy- 
sically handicapped who are seeking jobs. 
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Maj. Gen. Melvin J. Maas, USMCR, Ret., chairman 
of the President’s committee, said it is particularly im- 
portant to be enlightened regarding the importance of 
the general practitioner in this program. 

Dr. Fowler who has accepted the invitation is ex- 
pected to discuss the major role general practitioners 
play in the pre-employment evaluation of prospective 
employees. 

Following Dr. Fowler’s talk, a workshop discussion 
on “Making Full Use of Medical Evaluations” will be 
held. 

The President’s Committee’s contacts with rehabili- 
tation and placement agencies throughout the country 
are made through the federal associate members of the 
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committee. It also works with and through the Gover- 
nors’ Committees on Employment of the Physically 
Handicapped and their affiliated community commit- 
tees. 

The committee is not authorized to distribute funds 
to states and rehabilitation centers. Grants to states, 
however, are available by virtue of Public Law 565, 
Amendments to the Vocational Rehabilitation Act. 

Dr. Fowler, in completing his term as Academy 
president, maintained a busy speaking schedule during 
January. These included the bi-monthly meeting of 
the Hampshire County Shriners Club, the Barre, 
Massachusetts Parent-Teachers Association, postgrad- 
uate session arranged by Postgraduate Medical Insti- 
tute, and the National Congress of Parentsand Teachers. 

At the latter, Dr. Fowler served as chairman of a 
discussion group on the periodic health appraisal for 
well children from birth through high school. 


Drs. Cecile Fusfeld and Edward Settel 
Given This Year's $1,000 Ross Awards 


Dr. Cece L. Fusretp, Washington, D. C. and Dr. 
Edward Settel, Brooklyn, N. Y. were named winners of 
the annual Ross Awards (formerly M & R) during the 
Academy’s recent Assembly in Washington, D. C. 

Now in its fifth year, this is the first time a woman 
has been named a Ross Award recipient. Dr. Fusfeld 
was cited for her article, “Vaginal Cytodiagnosis in a 
General Praciiiioner’s Office” in the October, 1955 
issue of GP. 

The second winner, Dr. Settel, was selected for his 
article in the December, 1955 GP entitled, ‘“‘Chlor- 
promazine in the Treatment of Senile Agitation.” 

Drs. Fusfeld and Settel were chosen from a field of 
15 Academy members who were candidates for the 
$1,000 awards. Their articles were selected by a team 
of three judges, all deans of leading medical schools in 
the country, as the most noteworthy scientific articles 
by Academy members to be published in GP during 
1955. 

The cash award of $1,000 each was presented to the 
recipients during the Assembly by Dr. Herbert W. 
Salter, Cleveland, chairman of the Academy’s Ross 
Award Committee. 

The committee comprised of Dr. Salter, Drs. Jason 
P. Sanders, Shreveport, La. and Elmer C. Texter, De- 
troit, named the judges to select this year’s winners. 
The judges were Dr. Charles A. Doan, dean of the Col- 
lege of Medicine of Ohio State University, Columbus; 
Dr. Joseph T. Wearn, dean of Western Reserve School 
of Medicine, Cleveland and Dr. Roscoe Pullen, dean of 
the University of Missouri School of Medicine. 


Ross Laboratories of Columbus, Ohio is the donor. 
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in Another Role—IJmmediate Past President John Fowler is 
shown with two cripples in a younger age bracket, who are also 
close to his heart. During the past year, Dr. Fowler has stressed 
the general practitioner’s role in aiding both crippled children and 
adults. This picture was taken during the Academy’s recent Scien- 
tific Assembly in Washington, D. C. 


Winners Display Certificates— Following the presentation of the 1956 
Ross Awards to Dr. Edward Settel, Brooklyn, and Dr. Cecile L. Fusfeld, 
Washington, D. C., the winning pair pause for a word with GP’s 
medical editor, Dr. Hugh H. Hussey, (right) and Dr. Herbert Salter, 
Cleveland, chairman of the Academy’s Ross Award Committee. 


Ross Award Judges—Two of the trio of judges to select this year’s 
Ross Award winners were Dr. Charles A. Doan (left) of Ohio State 
University and Dr. Roscoe Pullen of Missouri University. The third 
judge, Dr. Joseph T. Wearn, dean of Western Reserve School of 
Medicine, is not shown. 
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ication, controlled or markedly improved 73 per cent of 45 


patients with major motor seizures. In each instance, the previ- 
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mal patients, controlled seizures in 57 per cent of the patients; 
an additional 22 per cent were improved.? 


“... after the proper dose was established, ‘Mysoline’ was well 
tolerated without [serious] side effects.’ 
1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 


2. Livingston, S., and Petersen, D.: To be published. 
3. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 


LITERATURE ON REQUEST 


Supplied: Tablets, 0.25 Gm. Bottles of 100 and 1,000. 
Suspension, 0.25 Gm. per 5 cc. (teaspoonful). Bottles of 
8 fluidounces. 


“MYSOLINE: 


Brand of Primidone 


in epilepsy 


& AYERST LABORATORIES - New York, N. Y. + Montreal, Canada 
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Darley Predicts General Practitioner 
Will Be Renamed Health Counselor 


THE TAG “general practitioner” is on its way out of 
g P ) 


medical circles. Instead, in days ahead, the family doc- 
tor will be called health counselor, Dr. Ward Darley, 
president of the University of Colorado, predicts. 

Dr. Darley made his prediction in a speech delivered 
before a recent conference on education of physicians 
for industry in Pittsburgh, Pa. 

The general practitioner of the future would be a 
specialist of sorts in just about everything, particularly 
preventive medicine, Dr. Darley believes. 

He reported: “The new 
kind of doctor’s function 
will be to maintain and pro- 
mote health as well as to 
prevent or combat disease. 
He must be an astute diag- 
nostician. He must be well 
trained in mental hygiene 
and clinical psychiatry.” 

Dr. Darley sees in Amer- 
ica’s large industrial plants 
and the communities in 
which they are located a 
“near perfect laboratory” 
for testing this new spec- 
ialty in the field of medi- 
cine—prevention. 





Dr. Ward Darley 

Colorado University’s presi- 
dent foresees new name for 
general practitioner. 


Austrian Medical Report Highlights 
Proceedings at WMA's Ninth Assembly 


Tue AustRiAN MEDICAL REPORT On socialized medicine 
was selected as the outstanding event of World Medical 
Association’s ninth assembly last fall in Vienna by Dr. 
H. A. Barner, Bremerton, Wash., one of the Academy’s 
official observers at the session. Dr. William Shaw, 
Fayette, Mo., was also an observer for the Academy. 

Dr. Karl Niederberger, president-elect of WMA and 
president of Austrian Medical Association, gave the 
account on Austrian medicine. He said physicians 
there have never had an opportunity to be heard or 
consulted before action was taken by the politicos. 

“The recent so-called ‘strike’ was not that at all, but 
a demonstration against the policy,” said Dr. Nieder- 
berger in Dr. Barner’s report. Actually sufficient phy- 
sicians were allowed on duty to handle emergencies. 
The unpleasant news reports were manipulated by the 
Director of Police who in turn was influenced and 
dominated by the Ministry of Health, according to the 
Austrian doctor. 
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The medical profession as a whole in Austria was 
united on objectives and the feeling is that the demon- 
stration has aroused the Austrian public. The public 
press there is now more favorable to the profession. 
However, the law which extends compulsory medical 
care from 80 per cent (which it is at present) to 95 per 
cent of the people was passed by the two major parties 
—Volksforte and Socialistische—by a little horse trad- 
ing. With promise of support for a new banking law, 
the Volksforte joined the Socialistische (comparable to 
the British Labor Party) in supporting compulsory 
governmental medical care. 

The WMA’s meeting on social security was headed 
by the chairman of the council, Dag Knutson, professor 
of internal medicine at the University of Stockholm. 
His final analysis was: “Health is not a materialistic 
element, it cannot be manufactured. There is no Royal 
Road to Health, meaning there is no single approach 
nor a fast and fixed rule by which one can achieve the 
ultimate.” 

Statistics were brought out to show the climbing 
costs of social schemes in 12 European countries. 

Dr. Barner pointed out that the social politicos—the 
International Social Security Association and the In- 
ternational Labor Organization—under the guise of 
social security have played up the field of medical care 
as essential in attaining their objectives in social 
planning. 


Rusk Charges Too Many Patients Allowed 


To Become Unnecessarily Dependent 


TOO MANY PATIENTS, particularly older persons, have 
been allowed to become unnecessarily dependent, Dr. 
Howard A. Rusk, chairman of the Department of Phy- 
sical Medicine and Rehabilitation of New York Univer- 
sity Bellevue Medical Center, New York City, said at 
Marquette University’s 75th 
anniversary health and wel- 
fare conference, held re- 
cently in Milwaukee, Wis. 

Despite tremendous ad- 
vances in rehabilitation 
medicine in the past 15 
years, these patients are 
absorbing the services of a 
vast corps of health per- 
sonnel who could be freed 
for other essential services 





if some new approaches 
were made to patient care, 
he said. 

Dr. Rusk, an honorary 
member of the Academy, 


Dr. Howard A. Rusk 

Too many patients allowed 
to become unnecessarily de- 
pendent. 
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declared: ‘‘As yet too few hospitals and adult homes 
provide the dynamic, integrated services which will 
permit such patients to lead independent lives of 
dignity outside of the hospital. Until we find the solu- 
tion to degenerative disease, the only answer is a dy- 
namic approach to the problems of the chronically ill 
and the severely disabled.” 

He stressed a large per cent of all rehabilitative pro- 
cedures could and should be handled by the physician 
responsible for the primary patient care as an inte- 
grated part of total medicine. For the severely handi- 
capped, there is a need for a special rehabilitation 
program and service. 

This need cannot be met without a concentrated 
long term program and special techniques which must 
include full utilization of all auxiliary disciplines, Dr. 


Rusk added. 


Major Responsibilities of Health Professions 
Named by University of Pittsburgh Physician 


“WaT THE Unrrep States needs today is not a legis- 
lated program of health care but a program led by the 
health professions which will bring about a decrease in 
costs,”> Dr. Robert Moore, vice chancellor of the Uni- 
versity of Pittsburgh Schools of Health Professions, 
declared at a recent meeting in Milwaukee, Wis. 

If the members of the health professions do not pro- 
vide it at a reasonable cost, the American people will 
turn to the government, Dr. Moore stressed at a con- 
ference on health and welfare being held at Marquette 
University. 

Besides curative medicine, there are responsibilities 
such as preventive and comprehensive medicine, 
teamwork and utilization of health care, he added. 

He defined comprehensive medicine as a return to 
the position and attitude of the general practitioner of 
the last century without loss of the gains of this cen- 
tury. He declared members 
of the health professions 
must consider the whole 
human being and the inter- 
relation of mind and body 
rather than merely the dis- 
ease inflicting the person if 
the health picture is to 
brighten. 

Dr. Moore declared the 
need for teamwork is obvi- 
ous when you consider how 
they have drifted apart into 
specialty and subspecialty 
groups and even into sub- 
subspecialty groups. 





Dr. Robert Moore 
Legislated health program 
not needed... 
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Graduate Nursing to Supplant Basic 


Nurses’ Training at Yale University 


Yave University has announced it will discontinue its 
basic training in nursing to concentrate on preparing 
graduate nurses for teaching, administration and other 
positions of leadership. 

Beginning with the class entering next fall, the uni- 
versity will devote its activities in nursing education 
solely to a new program leading to a degree of Master 
of Science in Nursing. It will accept only graduate 
students who have completed their basic nurses training. 

Under the new program, graduate students will take 
advanced courses in mental health and public health 
nursing and additional courses in obstetrics and 
pediatrics. 

Yale’s School of Nursing was the first autonomous 
school of nursing in a university. It was established in 
1923 by an initial grant from the Rockefeller Founda- 
tion. It was also the first to base student instruction 
and experience on an educational plan rather than an 
apprenticeship system. 


Deadlines Announced for Students 


Entering Schering Award Competition 


MEDICAL STUDENTS who are interested in competing in 
the 11th annual Schering Award Competition should 
submit their entry forms before July 1, and manuscripts 
must be postmarked not later than September 30. 

Literature and entry forms are being distributed in 
the nation’s medical schools. Both a $500 first prize 
and $250 second prize are offered for each of the three 
subjects: 

1. The Clinical Use of Adrenocortical Steroids in 
Collagen Diseases. 

2. Metabolic Aspects of the Aging Process. 

3. New Applications of Antihistamines in Medicine 
and Surgery. 


Three Per Cent of Regular Airline 
Passengers Are Ambulatory Patients 


APPROXIMATELY three per cent of all passengers flown 
by regularly-scheduled U.S. airlines pose a unique 
problem for transportation officials and physicians be- 
cause they are ambulatory patients who must travel as 
ordinary passengers. 

The problem was discussed by Maj. Gen. Harry G. 
Armstrong, U.S. Air Force surgeon in a recent Jnter- 
national Forum, published for physicians by Parke, 
Davis & Company. 

General Armstrong says physicians are constantly 
being asked to advise their patients on the effects of air 
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travel. He explains that health laws and transport reg- 
ulations, flight safety and the possible effects of aerial 
environment on the patient all are factors which must 
be considered by both the physician and the airlines. 

Air sickness, oxygen deficiencies and expansion of 
body gases are factors which the advising physician 
must consider in determining whether flying will have 
a detrimental effect on the primary disease. 

Physicians should make themselves familiar with air- 
line flight procedures in order to advise patients, Gen- 
eral Armstrong stressed. 


Medical News in Small Doses: 


IMMEDIATE Past President John R. Fowler will address 
the Florida Medical Association at a combined meeting 
of the FMA and the Florida chapter of the Academy 
May 13 in Miami Beach on the subject, ‘The Family 
Doctor and the Cripple.” He will cover 14 crippling 
conditions affecting the family doctor’s patients under 
the subheadings: The Medical Cripple, The Traumatic 
Cripple and The Degenerative Cripple. These will be 
divided into 14 specific subdivisions. . . . The Ameri- 
can Nurses Association has endorsed President Eisen- 
hower’s recommendation to Congress for legislation to 
provide traineeships for graduate nurses. Miss Agnes 
Ohlson, president of the association, says there is an 
urgent need for adequate numbers of highly trained 
administrative, supervisory and teaching personnel. . .. 
The National Mental Health Committee’s first annual 
award for “outstanding contributions by a public ofh- 
cial during 1955 in the fight against mental illness” has 
been presented to Senator Lister Hill (D. Ala.). He is 
co-author of the Hill-Burton Act of 1946, which pro- 
vides federal aid for hospitals, and a sponsor of many 
other health bills. Senator Hill was honored at a dinner 
during the annual convention of Alabama Mental 
Health Association. . .. Dr. George Karelas, represent- 
ing the Florida chapter of the Academy, has been 
named by Florida Governor Collins to the state’s Ad- 
visory Committee on Migrant Labor. . . . Understand- 
ing the emotional problems of the sick, and bedside 
teaching that encourages this ability, were emphasized 
at the 52nd annual Congress on Medical Education 
held recently in Chicago. One of the speakers, Dr. 
William Rottersman of the Menninger School of Psy- 
chiatry, Topeka, Kas., said that a doctor’s attitude and 
emotional problems sometimes need adjusting along 
with those of the patient, in doctor-patient relation- 
ships. .. . Dr. Leonard A. Scheele, surgeon general 
since 1948, was nominated on March 5 by President 
Eisenhower for his third four-year term as head of 
U.S. Public Health Service. 
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The 1955-56 Board of Directors is shown informally in several 
shots at a recent two-day meeting in Chicago. Left to right is Board 
Chairman Malcom Phelps; Miss Helen Cobb, assistant to Executive 
Secretary Mac F. Cahal; and Dr. Cyrus Anderson. 





On one side of the conference table, the camera caught Dr. Charles C. 
Cooper (/eft to right), Dr. William Sproul, Dr. Joseph Lindner, Dr. Fred 
H. Simonton, Dr. James Murphy, Dr. Fount Richardson and Dr. Phelps. 





At the other end of the table were Dr. Arthur Haines (left to right), 
Dr. E. 1. Baumgartner (partially hidden) ; Treasurer U. R. Bryner, Dr. 
D. Wilson McKinlay, President-elect J. S. DeTar, Past President William 
B. Hildebrand, President Fowler (looking in briefcase)and Dr. Cooper. 


Dr. U. R. Bryner, who has 
just retired as Academy 
treasurer, has been appointed 
to the Professional Educa- 
tion Committee of American 
Cancer Society. 
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News from the State Chapters 


Dr. Mark Hoxcoms of Enid took over the reins as 
president of the Oklahoma chapter at its eighth an- 
nual meeting, held this year in Tulsa. Other new 
officers selected at the February meeting are: presi- 
dent-elect, Dr. Elmer Ridgeway, Oklahoma City ; vice 
president, Dr. Virgil Gray, Muskogee and, re-elected 
secretary-treasurer, Dr. V. M. Rutherford, Midwest 
City (see cut). Drs. Marshall O. Hart of Tulsa and M. 
B. Glismann of Oklahoma City were named delegates 
and Drs. E. T. Cook of Anadarko and Charles E. Wil- 
banks of Tulsa, alternates. New directors are Drs. 
Wilkie D. Hoover of Tulsa, Roy W. Anderson of 
Cordell and M. B. Glismann. 

The program, which set a Sooner record, featured 
seven scientific speakers, among whom was Dr. L. H. 
McDaniels of Tyronza, Ark. (see cut, page 189.) Dr. 
McDaniels is noted for his recent predictions on 
medical advances in the next 50 years. 
> An outstanding annual scientific meeting of the 
Kentucky chapter was held April 17—20 in Louisville. 
The business session was conducted the opening day, 
with a board of directors’ meeting and luncheon. Chap- 
ter President H. Burl Mack presided over the annual 
general assembly in the evening. 

The scientific session got under way on Wednesday 
with welcoming addresses given by Dr. E. H. Kremer, 
president of the Jefferson County chapter, Dr. Mack 
and Dr. Gant Gaither, president of the Kentucky State 
Medical Association. Dr. Mack presided over the first 
day’s scientific session. Dr. Julian B. Cole of Hender- 
son, president-elect of the chapter, also presided dur- 
ing the meeting. An outstanding group of scientific 
speakers included: Drs. James E. Skaggs, Jr., Thomas 
J. Giannini, Homer B. Martin, Edwin P. Solomon, 
Robert F. Monroe, Douglas M. Haynes, Robert Akers, 
R. Arnold Griswold and Ralph M. Denham, all of 
Louisville; Howard E. Dorton and Franklin B. Moos- 
nick of Lexington; Frank Mayfield of Cincinnati; Oscar 
Hampton of St. Louis; Jerome Weiss and A. Lee 
Lichtman of New York; and Richmond Smith of 
Detroit. 

Social events highlighting the meeting included the 
annual banquet with Academy Executive Secretary 
Mac F. Cahal giving an address, followed by an evening 
of dancing. Academy President Jack S. DeTar spoke 
at a stag banquet the following night when Jefferson 
County chapter was host. Ladies’ entertainment fea- 
tured a luncheon-fashion show the second day of the 
meeting. 

The Kentucky chapter jointly sponsored a series of 
postgraduate seminars with the Kentucky State Medi- 
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Sooner Officers in a Get-Together— New Oklahoma leaders, elected at 
a February meeting are: Drs. Mark Holcomb (seated left to right), 
president; Elmer Ridgeway, president-elect; V. M. Rutherford, secre- 
tary-treasurer and Roger Reid, director. Standing are: Drs. Charles 
Wilbanks (left), alternate delegate; Malcom Phelps, Academy presi- 
dent-elect; M. B. Glismann, delegate; Marshall O. Hart, delegate and 
E. T. Cook, alternate delegate. 


cal Association in March and April. For three consecu- 
tive Thursdays the University of Louisville Medical 
School conducted the series which was on various 
selections. 

> Deans of the three Ohio medical colleges are now 
honorary members of the Ohio chapter. The latest to 
be so honored was Dr. Joseph T. Wearn, dean of West- 
ern Reserve School of Medicine. The presentation of 
an honorary chapter membership plaque was made by 
Dr. Herbert W. Salter, past president of the Ohio 
chapter, and Dr. Earl D. McCallister, executive secre- 
tary of the chapter. 

Dr. Wearn was selected “for his interest and co- 
operation in postgraduate study for general practi- 
tioners.”” The other deans who are honorary members 
are Dr. Charles A. Doan, Columbus and Dr. Stanley 
Dorst, Cincinnati. Both Drs. Wearn and Doan were 
judges of the Ross Awards this year. 
> The Kansas chapter met Monday, April 30, in To- 
peka for its sixth annual meeting. The scientific pro- 
gram was presented by Drs. Wyatt Norvelle of New 
Castle, Ky.; Paul Williams of Dallas and Victor B. 
Buhler of Kansas City, Mo. Speaker for the evening 
session was Mr. Orville Roberts of Independence, Kan. 
> New headquarters for the Massachusetts chapter 
has been necessitated through rapid growth in the 
chapter’s membership. Office space and secretarial 
services recently have been acquired for the chapter. 
Official headquarters, the first the chapter has had, is 
located at 6 Beacon Street, Boston. Mr. L. T. Maloney 
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has taken over the secretarial work with Miss Louise K. 
Maloney as his assistant. Mr. Maloney’s chief duties 
will be assisting the chapter officers in their secretarial 
work and procurement of ads for the bi-monthly Massa- 
chusetts General Practice News. 

> The Arkansas chapter held a joint meeting with the 
state’s medical society on April 23-25 in Little Rock. 
A symposium, conducted by Academy members, cov- 
ered internal medicine and pediatrics. The chapter’s 
annual fall meeting will be held in October this year, 
also in Little Rock. Faculty members from the Univer- 
sity of Arkansas School of Medicine will take an active 
part in the fall program. 

> The Oregon chapter has announced approval of a 
general practice residency program at St. Vincent’s 
Hospital in Portland. The residency, approved by the 
AMA, is the first to be authorized in Oregon hospitals 
in the general practice field. 

> On April 21 the Delaware chapter conducted its 
annual symposium jointly with the Delaware Academy 
of Medicine. The meeting was held at the Alfred I. 
Du Pont Institute in Wilmington. 

> Hotel Fontainebleau in Miami Beach will be head- 
quarters for the tenth annual business meeting of the 
Florida chapter being held the 13th of this month. 
This meeting is separate from the scientific meeting 
which is conducted in the fall. Dr. Frank T. Linz of 
Tampa is chapter president. 

The Fort Lauderdale (Florida) chapter was host to a 
panel of ten Hennepin county, Minnesota, specialists, 
who presented a scientific program for doctors all over 
the country. The program, presented for general prac- 
titioners, was held March 5—14 in Fort Lauderdale. 
> Dr. William A. Perer of Pittsburgh, was recently 
elected president of the Southwest (Pennsylvania) 
chapter. Dr. Perer has been chapter secretary-treasurer 
for the past three years. Other new officers are: Drs. 
Helen V. Nobel of South Hills, vice president; W. B. 
Carson, Jr. of Bethel, secretary-treasurer; and Drs. 
David Taksa of McKeesport and Charles W. Bethune 
of Wilkinsburg, directors. 
> Eleven doctors have accepted invitations to give sci- 
entific talks at the seventh annual scientific meeting of 
the Texas chapter. These confirmations complete pro- 
gram plans for the meeting, which will be held Septem- 
ber 17-19 at the Shamrock-Hilton Hotel in Houston. 

The doctor-speakers are: Drs. Roger Anderson, sen- 
ior orthopedic consultant at the University of Wash- 
ington School of Medicine; Curtice Rosser, professor 
and chairman of the division of proctology at the South- 
western Medical School of the University of Texas; 
Clayton T. Beecham, clinical professor of obstetrics 
and gynecology in Philadelphia, Pa.; Lowrain E. Mc- 
Crea, clinical professor at Temple University School of 
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Looking Ahead—Dr. L. H. McDaniels, an Arkansas member, looks 
over material pertaining to the talk he presented at the Oklahoma 
chapter meeting in Tulsa. Dr. MeDaniels is flanked on the left by 
Dr. Earl M. Lusk, retiring president and on the right by Dr. Fred E. 
Woodson, chairman of the program committee. 


Medicine, Philadelphia; Clarence A. Livingood, phy- 
sician in charge of dermatology at Henry Ford Hos- 
pital, Detroit; Joseph R. Christian, associate professor 
of pediatrics at Stritch School of Medicine, Loyola Uni- 
versity, Chicago; Harold R. Eiber, director of research 
at Gilman Laboratory, New York Medical College, New 
York City; Robert B. Greenblatt, professor of endo- 
crinology, Medical College of Georgia, Augusta ; George 
Crile, Jr., department of surgery of the Cleveland 
Clinic, Cleveland; Hans Selye, professor and director 
of the Institute of Experimental Medicine and Surgery 
at the University of Montreal, Montreal, Canada and 
Philip Thorek, professor of surgery at Cook County 
Graduate School of Medicine, Chicago. 

An interim session of the Texas chapter was held 
March 3 in Austin. Committee meetings were con- 
ducted in the morning. A workshop for local chapter 
officers, planned to act as a closer liaison between local, 
state and national Academy groups, was held in the 
afternoon. Following the workshop, a question and 
answer period was ied by state officers and committee 
chairmen. The meeting closed with a social program 
featuring a cocktail hour, dinner and an evening of 
dancing. 
> Seven medical professors presented the scientific 
program of the Northern Virginia Clinical Assembly, 
sponsored by the Virginia chapter and the Alexandria, 
Arlington County and Fairfax County Medical societies 
on April 8. The meeting was held at the Wakefield 
High School in Arlington. Two roundtable discussions 
were included in the program, conducted by the post- 
graduate education committee of the University of 
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Maryland School of Medicine. Guest speakers were 
Drs. Arthur L. Haskins, professor and head of the de- 
partment of obstetrics and gynecology ; Samuel P. Bess- 
man, associate professor of pediatrics; Charles van 
Buskirk, professor and chief of division of neurology ; 
Ephraim T. Lisnasky, associate professor of medicine 
and of psychiatry ; Benjamin Pope, instructor in medi- 
cal psychology ; Robert W. Buxton, professor and head 
of the department of surgery and Jacob E. Finesinger, 
professor and head of the department of psychiatry. 
> The San Francisco (California) chapter is sponsor- 
ing a postgraduate program in medicine at the Fort 
Miley Veterans Administrat:on Hospital. Classes began 
April 24 and are being conducted each Tuesday eve- 
ning for six weeks. Moderating the program is Dr. For- 
rest Willet, chief of medicine at the hospital and asso- 
ciate professor of medicine at Stanford University 
School of Medicine. Chairman and assistant chairman, 
respectively, are Drs. Lawrence M. Trauner and Alex. 
F, Fraser. 

> The South Carolina chapter sponsored a postgrad- 
uate lecture series during February and March in four 
areas of the state. The courses were presented by the 
faculty of the Medical College of South Carolina. Key 
cities for the districts and local chairmen were: Aiken, 
Dr. J. H. Suhrer; Clemson, Dr. Hervey Mead; Rock 
Hill, Dr. J. M. Pratt; and Florence, Dr. C. H. 
Kingsbury. 

> Dr. Arthur Howard of Johnstown was re-elected 
president of the Fulton County (New York) chapter 
during a recent meeting at the Littauer Hospital in 
Gloversville. Dr. Robert C. Warner of Gloversville was 
re-elected vice president and Dr. Hans Pollak, also of 
Gloversville, secretary-treasurer. The chapter voted to 
purchase radio equipment to provide postgraduate 
radio programs, emanating from Albany Medical 
College. 

A psychosomatic medicine symposium was sched- 
uled for April at Hotel Johnstown. 

Westchester (New York) chapter members convened 
March 14 in White Plains for their third scientific 
meeting. “Practical Problems of the Everyday Care of 
the Elderly Patient” was the theme throughout the 
scientific program. Guest speakers included: Drs. Ed- 
ward Allen, assistant senior psychiatrist at the West- 
chester division of the New York Hospital; Walter 
Mercheimer, associate professor of surgery at New 
York Medical College ; Richard Gubner, visiting physi- 
cian and chief of the cardiac clinic, Kings County Hos- 
pital; Thomas H. McGavack, professor of clinical medi- 
cine at New York Medical College and Frederick D. 
Zemen, chairman of the subcommittee on geriatrics of 
the Medical Society of the State of New York. A panel 
discussion and dinner rounded out the activities. 
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recur, additional short courses of 
TACE may be required. For post- 
partum breast engorgement, 4 TACE 
Capsules daily for seven days. For 
palliative control of prostatic car- 
cinoma, 1 or 2 TACE Capsules daily. 
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